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Abstract

WHAT IT MEANS TO BE A MAN: MASCULINITY, SEXUAL RISK-TAKING, AND HIV
TESTING AMONG HETEROSEXUAL AFRICAN AMERICAN MALES

By: Jessica Lynette Johnson, Ph.D.
A dissertation proposal submitted in partial fulfillment of the requirements for the degree of
Doctor of Philosophy at Virginia Commonwealth University

Virginia Commonwealth University, 2011
Major Director: Faye Z. Belgrave
Psychology Professor
Department of Psychology
HIV/AIDS is a growing concern in the African American community. From 2005 to 2008, there
was a 12% increase in HIV/AIDS diagnoses among African Americans (CDC, 2010a). African
American males have higher rates of HIV/AIDS diagnoses than any other ethnic or racial groups.
In 2006, 65% of the HIV/AIDS cases among African Americans were from adult males (CDC,
2010a). These higher rates are in part attributed to higher levels of sexual risk-taking including
unprotected sex, sex with multiple partners, and sex with high-risk partners. African American
adult men get tested at almost the same rate (52%) as African American women 53% (CDC,
2007). HIV testing is important to the prevention of HIV/AIDS and can result in substantial
reductions in risk behaviors (Marks, Crepaz, & Janssen, 2006; Weinhardt, Carey, Johnson, &
Bickham, 1999).

Masculinity, a man’s concept of what it means to be man, influences

engagement in sexual risk-taking behaviors (Bowleg, 2004, Duck, 2009; Lichtenstein, 2004), as
well as health-seeking behaviors (Hammond, Matthews, Mohottige, Agyemang, & CorbieSmith, 2010; Royster, Richmond, Eng, & Margolis, 2006).

One form of masculinity,
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hypermasculinity is related to sexual risk-taking behaviors, especially among young African
American males. The purpose of this dissertation was to investigate the relationship between
hypermasculinity and sexual risk-taking, and HIV testing among African American males. One
hundred twenty-six African American male college students were recruited to participate in an
HIV prevention intervention for African American women on a Historically Black College and
University (HBCU) campus. Prior to participating in the intervention, participants completed a
questionnaire with measures of hypermasculinity, sexual behavior, and HIV testing. The results
showed that hypermasculinity predicted frequency of sex. Hypermasculinity and frequency of
sex predicted lifetime HIV testing. Frequency of sex and the number of sex partners predicted
current HIV testing (in the past month).

The interaction between hypermasculinity and

frequency of sex was marginally significant. The findings from this research may increase our
understanding of sexual risk-taking, improve HIV testing initiatives, and be useful in the
development of HIV prevention programs for African American heterosexual males.

What It Means to Be a Man: Masculinity, Sexual Risk-Taking, and HIV Testing Behavior
among Heterosexual African American Males

HIV/AIDS is an ongoing health epidemic in the African American community. In
2008, African Americans represented 13% of the U.S. population, yet accounted for nearly
half (51%) of HIV diagnoses (CDC, 2010a). African American adolescents and young adults
are also disproportionately affected by the HIV/AIDS epidemic. In 2007, 15% of
adolescents 13 to 19 years of age were African American, yet accounted for 72% of reported
AIDS cases (CDC, 2010b). African American college age students are also at an increased
risk for HIV infection (Hightow, Leone, Macdonald, McCoy, Sampson, & Kaplan, 2006).
Fourteen percent of young adults 20 to 24 years of age were African American, yet
accounted for 57% of reported AIDS cases (CDC, 2010b).
The elevated rate of HIV/AIDS in the African American population is attributed to
multiple, interacting contextual factors such as racism, discrimination, poverty, stigma,
homophobia, limited access to healthcare, illicit drug use, the ratio imbalance of men to
women, and high incarceration rates (CDC, 2010a). African Americans also tend to have
tight-knit social networks, which keeps the epidemic within their communities (Laumann &
Youm, 1999).
One significant factor fueling the HIV epidemic in the African American population
is undiagnosed infection (Marks, Crepaz, & Janssen, 2006). HIV often does not show
physical symptoms. Unless a person is tested, they remain unaware of the infection and
subsequently can spread the disease to their partners. Undiagnosed HIV infection is
responsible for more than 50% of the new infections each year (2006). CDC estimates that
roughly 1 in 5 people, more than 200,000 individuals, infected with HIV are unaware of their
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status (CDC, 2010d). It is estimated that 31-38% of the African American population has
never been tested for HIV (CDC, 2010d; Kaiser Family Foundation, June 2009).
Delaying testing also contributes to the spread of and the progression of the disease.
One study found that persons unaware of their infection were 3.5 times more likely to
transmit HIV infection than those who were aware of their status (Marks et al., 2006). In
2007, nearly 1/3 (32%) of all persons with HIV/AIDS diagnoses were in the later stages of
the disease (CDC, 2009b). From 1996 to 2005, 39% of African Americans with HIV
diagnoses were diagnosed with AIDS within one year.
HIV/AIDS among African American Males
Overall, males have higher rates of HIV/AIDS than females. In 2006, men accounted
for 75% of all HIV diagnoses (CDC, 2008), and were more likely than women to be in the
later stages of the disease at diagnoses (47% vs. 41%) (CDC, 2009b). African American
males have higher rates of HIV/AIDS infection than African American women and males
from other ethnic groups. In 2006, African American males accounted for 65% of all new
infections in the African American population (CDC, 2010a).
One of the reasons why African American males have higher rates of HIV/AIDS is
because they have higher sexual risk-taking behaviors. One study found that 17% of
African American males engage in sexual risk-taking compared with 13% of Latino and 9%
of White males (Anderson, Mosher, & Chandra, 2006). African American males have
higher levels of partner risk than Latino and White American males (11%, 6%, 3%
respectively), sex in exchange for drugs (6%, 4% , 2% respectively), and drug use (3.2%,
2.6%, 1.7% respectively) (CDC, 2010a).
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African American males also have higher level of sexual risk-taking when compared
to African American women. African American males are more likely than African
American females to have multiple sex partners, sex with an unknown person, and sex
while engaging in drug use (Anderson et al., 2006; Thomas, Voetsch, Song, Calloway,
Goode, Mundey et al., 2008). There are several influences on African American males‟
sexual behavior, one of which is masculinity.
Past research has shown that sexual activity and general health behaviors, such as
going to the doctor, are related to a male‟s masculinity or sense of manhood (Royster,
Richmond, Eng, & Margolis, 2006). Few studies have explored how a person‟s
conceptualization of what it means to be a man influences sexual risk-taking and the specific
health behavior of getting tested for HIV/AIDS. Such information is critical to develop
effective interventions that increase HIV testing and prevent the transmission of the disease.
The overall goal of this dissertation was to examine how masculinity influences sexual risktaking and HIV testing behaviors among a sample of heterosexual African American college
males. The following sections provide an overview of African American HIV testing, sexual
risk-taking, traditional masculinity, African American masculinity, and hypermasculinity.
HIV Testing
In 2009, less than half (45%) of the adult population had ever been tested for HIV
(CDC, 2010d). Although African Americans are more likely to have ever been tested for
HIV (62%) than Whites (41%), or Latinos (48%), more testing is needed because of the
higher rates of diagnoses. Despite having higher rates of HIV/AIDS infection and sexual
risk-taking, African American adult men get tested at almost the same rate as African
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American women (52% vs. 53%) (CDC, 2007a). More testing among African American
males is needed.
HIV Testing Among African American Adolescents
African American adolescents have a higher prevalence of HIV testing than other
racial groups. According to the 2007 National Youth Risk Behavior Survey (YRBS), more
African American adolescents reported testing (22%) than Latino adolescents (13%) and
white adolescents (11%) (CDC, 2010c). African American females had the highest rates of
HIV testing among all adolescents; 27% of African American females were tested compared
to 17% of African American males.
HIV Testing Among African American College Students
National studies show that 12% to 19% of young adults get tested for HIV (CDC,
2010b; Nguyen, Ford, Kaufman, Leone, Suchindran, & Miller, 2006). Studies with African
American college students show that 41-60% have ever been tested for HIV and 13-25%
report being tested in the past 6 months (Payne, Beckwith, Davis, Flanigan, Simmons,
Crockett, et al., 2006; St. Rose, 2008; Thomas et al., 2008). African American males are
generally less likely to get tested than African American females (Thomas et al., 2008).
However, they may more likely than females to use HIV testing services on campus and be
more aware of testing services in the community (Chng, Carlon, & Toynes, 2006).
Barriers to HIV Testing Among African Americans
Instead of seeking HIV testing specifically, the majority of African Americans get
tested for HIV during routine medical check-ups (Payne et al., 2006). For those who have
been tested, it is unclear how frequently they do so. Some African Americans have never
been tested for HIV. There are several reasons for why African Americans may not get
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tested. Daniels (2004) outlines several common barriers to HIV testing in the general
population. Some of these barriers are presented in Table 1.
Table 1.
Common Barriers to HIV Testing
1) fear of knowing that you have the disease
2) lack of education about HIV/AIDS
3) lack of knowledge about HIV/AIDS results and treatment
4) believing that “this” could never happen to you
5) lack of trust in healthcare providers
6) healthcare (i.e., medications, follow-up healthcare)
7) fear of discrimination (i.e., loss of job)

Knowledge about HIV/AIDS, Testing, & Treatment. Lack of knowledge about HIV
testing is more prevalent among the lower income, the less educated, and those who have
never been tested (Ebrahim, Anderson, Weidle, & Purcell, 2004). African American college
students typically have high levels of HIV/AIDS knowledge (St. Rose, 2008; Chng et al.,
2006). One study found that students were not only knowledgeable about HIV/AIDS, but
also interested in HIV/AIDS education, willing to practice safe sex, and understanding of
HIV risk behavior (Mongkuo, Mushi, & Thomas, 2010).
However, students know less about HIV testing and HIV treatment options (Hou,
2008; St. Rose, 2008). Chng, Carlon, & Toynes (2006) found that students were deficient in
the role of Nonoxynol-9 and prior STI history on HIV transmission. They also did not know
the meaning of a positive HIV test. Hou (2008) found that HIV testing knowledge was
insufficient among both African American and White college students. Half of the students
were unsure or believed they get tested for HIV anytime blood was drawn. One third were
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either unsure or believed that HIV infection would show up in a test one week after having
sex; and almost 40% did not know that it takes weeks or months from infection with HIV for
detection with tests.
Perception of Risk. Research shows that people are more likely to consent to rapid
HIV testing if their perception of risk is high (Payne et al., 2006). The perception that getting
HIV/AIDS could never happen to them is prevalent in the African American community.
Although African American adults may know about HIV and the benefits of testing, they are
not getting tested because their perception of their personal risk is low (Kaiser Family
Foundation, 2006; Payne et al., 2006; St. Rose, 2008). African American college students
typically have low perceptions of risk, despite high levels of sexual risk-taking. In one study
with African American college students, only 8% intended to get tested after receiving
information on HIV/AIDS (Hou & Wisenbaker, 2005). Although they were concerned about
being HIV positive and reported sexual risk-taking behaviors (48%), the majority (70%)
stated that they had no risk of contracting HIV/AIDS (St. Rose, 2008). Another study
showed that although 64% reported having unprotected sex, 84% had no or a low perceived
risk of HIV infection (Payne et al., 2006).
In a qualitative study with older African American males, Bowleg (2004) found
mixed results regarding males‟ concerns about HIV risk. Almost half of the sample (n = 13)
had no concern at all. Men who were extremely concerned had past histories of sexually
transmitted infections (STIs), had questions about their partners‟ fidelity, and believed myths
about the physical detection of HIV/AIDS. Some acknowledged the risk of HIV, yet
rationalized taking the risk.
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Social and Economic Barriers. Some reasons for the lack of testing are also due to
economics and resources. African Americans may not know where to get tested (Payne et
al., 2006) or make it to the appointed hours of testing (Kaiser Family Foundation, 2006).
This may be the case even among the college population where access and economic issues
may be less of a barrier. One study showed that 20% of college students had no information
about local testing sites (Payne et al., 2006).
Other reasons for avoidance of testing include stigma, concern with confidentiality,
and perceptions of a judgmental healthcare staff (Chng et al., 2006; Payne et al., 2006).
These concerns are especially magnified on small college campuses where it is likely that the
student may be seen going to the clinic or where the healthcare staff is part of the college
community itself. One recent study suggests that college students prefer to get tested in the
community, rather than the campus, out of confidentiality concerns (Chng et al., 2006).
Students rated confidentiality and nonjudgmental staff as the two most influential factors in
their decision to get tested for HIV. Although African American college students were more
aware of testing services on campus than in the community, they were more likely to use
community services.
Interpersonal factors such as relationship with a partner can act as a barrier against
testing. One study with college students showed that 29% believed an HIV test could affect
their relationship with their partner (Chng et al., 2006). Another study found that students
who were committed to one sexual partner were less likely to have ever been tested (Thomas
et al., 2008).
Cultural Beliefs and Conspiracy Theories. Another factor that may contribute to the
decision not be tested is the lack of trust in the healthcare system among some African
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Americans (Ebrahim et al., 2004; Daniels, 2004). Hammond et al. (2010) found that medical
mistrust rooted in expectations of racially biased treatment delayed African American men‟s
routine check-ups and health-related screenings. Medical mistrust is in part due to historical
accounts of medical research initiatives that harmed the health of many African Americans,
such as the Tuskegee Syphilis Project that withheld syphilis treatment from African
Americans (Washington, 2007).
Due to such cases of medical exploitation, there are also conspiracy beliefs about
HIV/AIDS within the African American community. Some of the most prevalent beliefs
among African American males are that HIV/AIDS is a form of genocide against African
Americans, AIDS was created by the government to control the African American
population, and that there is a cure that is being withheld from the poor (Bogart & Bird,
2003; Bird & Bogart, 2005; Bogart & Thorburn, 2005).
Factors that Promote HIV Testing among African Americans
African Americans are more likely to get tested if they know about HIV/AIDS, have
been previously tested, have communicated with their partners about condoms, have
communicated with their partners about testing, and believe that they are at high risk for
contracting HIV (Hou, 2008; Mongkuo et al., 2010. High-risk indicators such as having a
STI in the past and engaging in high levels of sexual risk-taking typically increase the
likelihood of testing because of this perception of elevated risk.
For African American college students, the likelihood of being tested increases with
sexual risk-taking behaviors as well as age, year in school, and living off campus (Thomas et
al., 2008). Thomas et al. (2008) found that students who had 6 or more partners in the past
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year, had sex while using drugs or alcohol, were diagnosed with an STD, or had sex with a
person who was HIV-positive were more likely to be tested for HIV.
Sexual Risk-Taking
The Centers for Disease Control defines sexual risk-taking as unprotected sex, sex
with multiple partners, sex with a person who has other sex partners, or sex combined with
drug use (CDC, 2010a). These sexual risk-taking behaviors are also behaviors that increase a
person‟s risk of acquiring or transmitting HIV/AIDS. Engaging in more than one of these
sexual risk-taking behaviors increases the risk of acquiring and spreading the disease even
more. Recent research has focused on the combination of these behaviors rather than just the
presence of one. For example, unprotected sex with a number of high-risk partners is a risk
for acquiring HIV/AIDS (Kelly & Katischman, 1995). Several other factors, which are
discussed next, contribute to sexual risk-taking.
Age and Sexual Risk-Taking
Studying adolescents is important to learn how sexual risk-taking behaviors develop
as well as how to prevent these behaviors. Most of the sexual risk-taking research focuses on
adolescence, the developmental stage in which risk-taking behaviors are initiated.
Adolescence is defined as the years between the ages of 13 and 18. However, some
researchers also extend adolescence to the age of 21.
College students, the sample in the current study, are classified as emerging adults.
Emerging adults are persons between the ages of 18-25 who are not yet adults, but are no
longer adolescents. There are five features of emerging adulthood: identity exploration,
instability in residence relationships and work, self-focus rather than self-centeredness,
feeling „in-between‟ and not being either an adolescent or adult; and encountering more
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opportunities (Arnett, 2004). According to Arnett (1997; 1998; 2000), one unique
characteristic of emerging adulthood is the frequent change in residential status and school
attendance. Because of the new independence that come from moving away from parents
and guardians, risk-taking behaviors such as sex and drug use also increase during this
period.
Sexual Risk-Taking among African American Adolescents
African American adolescents engage in sexual risk-taking more than their White and
Latino counterparts. African American adolescents are more likely to engage in sex, initiate
sex before the age of 13, and have multiple sex partners. Statistics show that African
American high school students (66%) are more sexually active than White (33%) and Latino
students (52%) (CDC, 2010b). Sixteen percent of African American students had had sexual
intercourse before age 13, compared with 4% of white students and 8% of Latino students.
Twenty-eight percent of African American students had sexual intercourse with four or more
persons during their life, compared with 11% of white students and 17% of Latino students.
Sexual Risk-Taking among African American Adolescent Males. African American
male adolescents have higher rates of sexual risk-taking behaviors than African American
female adolescents. Seventy-three percent of African American male adolescents had ever
had sexual intercourse, compared with 61% of African American female adolescents (CDC,
2009). Twenty-sex percent of African American male adolescents had sexual intercourse for
the first time before age 13 years, compared with 7% of African American female
adolescents. Thirty-eight percent of African American male adolescents had sexual
intercourse with four or more persons during their life, compared with 18% of African
American female adolescents. Although African American males have higher rates of sexual
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activity and risk-taking than their counterparts, they have the highest rates of condom usage
in their age group (Andersen et al., 1999, CDC, 2009a; Pleck, Sonenstein, & Ku, 1994).
Twenty-six percent of sexually active African American males did not use a condom
compared to 33.6% of White males and 39.9% of African American females (CDC, 2009a).
In a recent study with African American male adolescents, 57 African American teen
males provided several reasons for why they may participate in sexual-risk taking behaviors
(Thompson-Robinson, Weaver, Shegog, Richter, Usdan, & Saunders, 2007). The reasons
included the attractiveness of their partner, being in love, substance abuse, male libido, the
sensation, and low perceptions of the risk of getting HIV. Having sex without a condom and
multiple sex partners is a common theme found in the literature with college students and
adults as well.
Sexual Risk-Taking among African American College Students
Research shows that college students engage in sexual risk-taking behaviors such as
unprotected sex, use of alcohol during sex, and sex with multiple partners. On average, 48%
to 64% of African American college students report engaging in at least one sexual risktaking behavior. One study with African American college freshman showed that 26% had
risky sex; the average number of sexual partners was 5.5 (St. Rose, 2008). The most
common high-risk sex behaviors among African American college students are having
unprotected sex, having sex with a person with an unknown HIV status, and having sex while
using drugs or alcohol (Thomas et al., 2008). St. Rose (2008) found that only 34% believed
their friends would have unsafe sex after drinking alcohol. Hayes et al. (2009) found that
only half (52%) of African American college students used condoms at the last sexual
encounter.
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Sexual Risk-Taking among African American College Males. African American
male college students are more likely than females to have more sexual partners, sex with
someone they do not know, and sex with drug or alcohol use (Hayes et al., 2009; Thomas et
al., 2008). Condom use, in particular, has gained a lot of attention in the literature.
Typically, knowledge about HIV/AIDS, positive attitudes towards condoms, and being an
upperclassman predict condom use (Mongkuo et al., 2010; Thomas et al., 2008). Duncan
and colleagues (2002) found that negative attitudes towards condom use, trust issues in
relationships, and spontaneity were barriers to using condoms.
Research suggests that attitudes and norms toward condom use are different for
African American male and female college students. Chng, Carlon, and Toynes (2006)
found that African American women perceive a stronger support for condom use on campus
than males. Males scored significantly lower than females on the following items: „If I had
sex, and I told my friends that I did not use condoms, they would be disappointed; „My
friends talk a lot about safer sex‟; „My friends encourage one another before dates to practice
safer sex‟; and „When I knew that my friends had sex on a date, I‟d ask them if they carried a
condom.‟ Men scored higher on one item: „If my friend knew that I had sex on a date, he
would not care if I used a condom or not.‟
Sexual Risk-Taking among African American Adult Males
Two recent qualitative studies with African American adult males showed that males
often have multiple sex partners and do not like using condoms (Bowleg, 2004; Corneille,
Tademy, Reid, Belgrave, & Nasim, 2008). Corneille et al. (2008) conducted a qualitative
study with African American college students and males from the community. The average
age of the sample was 23. The average number of lifetime partners was 37, ranging from 1
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to 156. In the past 3 months, participants reported an average of four partners, ranging from
1 to 30. On their last sex encounter, 41% reported not using condoms and 50% used alcohol.
Reasons for lack of condom use included being in a monogamous relationship, sexual
pleasure, being in the heat of the moment, and believing that their partner was safe.
Sexual Risk-Taking and HIV Testing
Findings from research on how sexual risk-taking behaviors affect HIV testing
behavior are mixed. In general, persons at increased risk for HIV through specific drug or
sex behaviors are more likely to report being tested. Studies with college students have
shown that those whom had higher number of partners and used substances prior to sex were
more likely to get tested than lower risk peers (Payne et al., 2006; Thomas et al., 2008).
Thomas et al. (2008) found that African American college students who had a higher
perceived risk for HIV and saw more benefits to testing were more likely than older adults to
report intentions to get tested. However, findings from other studies with adolescents show
that HIV risk factors like unprotected sex, perceived susceptibility, and having sex with high
risk persons were not predictive of HIV testing at all (Tolou-Shams et al., 2007).
Studies with African American male adults show that sexual risk-taking (Bowleg,
2004, Duck, 2009; Lichtenstein, 2004 ) and health-seeking behaviors such as going to the
doctor (Royster et al., 2006) and to the clinic to get tested for STI‟s (Lichtenstein, 2004) are
influenced by masculinity. Masculinity is the male‟s own internalization of societal norms
about how men should act (Doss & Hopkins, 1998). The next section reviews the concept of
masculinity and differences between traditional masculinity and hypermasculinity.
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Masculinity
There are several constructs related to gender that are important to understanding and
defining masculinity (see Table 2). These include gender attitudes (Pleck et al., 1994;
Thompson & Pleck, 1986), gender roles (Bem, 1974; Pleck, 1976; Stoller, 1968), gender role
norms (Levant, Hirsch, Celentano, Cozza, Hill, MacEarchern, et al.,1992; Thompson &
Pleck, 1986), gender traits (Bem 1974; Hegelson, 1994; Levant et al., 1992; Thompson,
Pleck, & Fererra, 1992; Pleck, Sonenstein, Ku, 1993a), and gender ideology (Thompson et
al., 1992). An overview of these terms are described below and included in Table 2. Gender
attitudes are an individual‟s thoughts and beliefs about males and females (Pleck et al.,
1994). These attitudes are often stereotypical (e.g., Males like sports) and vary with context
and culture. For example, one stereotypical attitude in the general population is that males
who sing are not masculine. However, in the African American community where music and
spirituality are highly regarded and interconnected, it is common for males to sing. Gender
roles (Bem, 1974; Pleck 1976; Stoller, 1968) are the expected duties and characteristics that
are specific to a person‟s gender. For example, provider is a male gender role. Males are
often expected to be the providers in the family. Gender role norms (Levant et al., 1992;
Thompson & Pleck, 1986) are the culturally defined expectations of appropriateness for
males and females. These norms are determined by both men and women and may differ
across cultures and with time. For example, today pink is a common color worn by males.
However, several years ago, it was not acceptable for males to wear pink. The attitude was
“Males who wear pink are not manly.” Gender role traits (Bem 1974; Hegelson, 1994;
Levant et al., 1992; Thompson et al., 1992; Pleck et al., 1993a) are also defined as expected
characteristics of the male gender. However, these characteristics are viewed as stable
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aspects of personality that do not change, instead of socially constructed roles that may
change with context. For example, competitiveness is a personality trait that is often
associated with males.
Table 2.
Definitions of Male Gender Terms
Constructs
References
Male Attitudes
Pleck, Sonenstein,
(Stereotypes)
& Ku, 1994;
Thompson & Pleck,
1986

Definitions
Attitudes about men

Examples
Men who cry are
weak.

Male Roles

Bem, 1974; Pleck
1976; Stoller, 1968

Male roles and behaviors

Men should not cry.

Male Role
Norms

Levant et al., 1992;
Thompson & Pleck,
1986

Culturally constructed
expectations about
behaviors and traits
considered appropriate for
men

In my culture, men
should not cry.

Male Traits

Bem 1974;
Hegelson, 1994;
Levant et al., 1992;
Pleck, Sonenstein,
Ku, 1993a;
Thompson, Pleck, &
Fererra, 1992

The degree to which a
person possesses
characteristics of the
culture‟s expectations
about behaviors
appropriate for men

I do not cry a lot.
That is part of being
a male.

Masculinity

Thompson, Pleck &
Ferrera, 1992

The male‟s own
internalization of a
culture‟s norms about how
men should act

I feel that men
should not cry.

Masculinity is related to yet different from gender attitudes, roles, norms, and traits
(Bem, 1974; Thompson, Gristani, & Pleck, 1985; Pleck et al., 1994; Thompson & Pleck,
1986). Masculinity is a male‟s own internalization of societal norms about how men should
act (Doss & Hopkins, 1998). It is the male‟s view of “what it means to be a man.”
Masculinity is quite complex for several reasons. The male‟s own internal sense of
masculinity and use of male role norms may differ between and within cultural groups (Doss
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& Hopkins, 1998; Levant & Majors, 1997; 1998). It is difficult to narrow masculinity to one
set of characteristics because males grow from and interact within several different social
environments. Masculinity as defined in one context (i.e., sports) may be quite different
from how it is defined in others (i.e., church).
Traditional Masculinity
There are several different forms of masculinity. The majority of research on
masculinity and psychometric measures assess traditional masculinity (see Table 3). David
and Brannon (1976) outlined four key features of traditional masculinity:
(1) “no sissy stuff” (that men should avoid feminine things),
(2) “the big wheel” (that men should strive for success and achievement).
(3) “the sturdy oak” (that men should not show weakness), and
(4) „give'em hell‟ (that men should seek adventure, even if violence if necessary).
Traditional masculinity discourages males from exhibiting feminine attitudes and
behaviors and encourages specific characteristics such as competitiveness, physical
aggression, and limited emotions (O‟Neil, Helms, Gabel, David, & Wrightsman, 1986). The
Male Role Norms Inventory (MRNI) (Levant et al., 1992; Levant & Fisher, 1998), one of the
most popular measures of traditional masculinity, assesses avoidance of femininity, fear, and
hatred of homosexuals, self-reliance, aggression, achievement/status, non-relational attitudes
towards sex, and restrictive emotionality. Several other demographic and socio-cultural
factors influence masculinity. Research shows that African American male masculinity
varies with age (Cazenave, 1984; Hunter & Davis, 1994), socioeconomic status (Hunger &
Davis, 1992), ethnic identity (Abreu, Goodyear, Campos, & Newcomb, 2000; Wade, 1996),
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and geographic status (Cazenave, 1981; Hunter & Davis, 1992; Levant & Majors, 1996;
Levant et al., 1998).
Table 3.
Characteristics of Traditional Masculinity
Characteristics
Avoidance of Femininity
Success/Achievement
Not Show Weakness
Seek Adventure

Competitiveness
Restrictive Emotionality

Male Roles
David & Brannon, 1976
Men should avoid feminine things.
Men should strive for success and
achievement.
Men should not show weakness.
Men should seek adventure.
O’Neil et al., 1986
Men should be competitive.
Men should not show their emotions.

Levant et al., 1992; Levant & Fisher, 1998
Self-Reliance
Men should be self-reliant.
Aggression
Men should be aggressive.
Non-Relational Attitudes towards
Men should not have relational attitudes
sex
towards sex.
Restrictive Emotionality
Men should restrict their emotions.
Negative Attitudes towards
Men should dislike homosexuals.
Homosexuals
Socioeconomic status affects the importance of the provider role in a male‟s identity
(Cazenave, 1984). Poverty and unemployment make it difficult for a man to fill masculine
roles related to being a stable provider (Hunter & Davis, 1992). Past studies show that
nonprofessional men rate masculinity, spirituality, and financial security more highly than
professional men (Hunter & Davis, 1992). Cazenave (1979) found that working class men
ranked gender roles in the following order: provider, husband, father, and worker, while
middle class men ranked husband higher and did not see worker as a role at all. Similarly,
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Hunter & Davis (1992) found that manliness or hypermasculinity, ownership, and power
were endorsed significantly more by nonprofessional men and professional men.
Early critics of traditional masculinity pointed out that traditional masculinity is
confined to a narrow set of characteristics (Franklin, 1984; Gilmore, 1990; Hunter & Davis,
1992; 1994; Kimmel, 1995) and is one-dimensional. Current researchers advocate a
multidimensional view of masculinity that is highly interwoven with context (Phillips, 2001;
Tolson, 1977) and culture (Gilmore, 1990). These researchers called for more qualitative
studies that examine the social construction of manhood and cultural-specific alternatives to
masculinity. The next section addresses traditional masculinity among African American
males and some of the findings from qualitative research on how masculinity is defined in
the African American male culture.
African American Male Masculinity
Currently, there is no clear consensus in the research literature on what it means to be
an African American man (Hunter & Davis, 1994). African-American male masculinity is
rather complex because different settings within the African American community such as
home, school, and church may endorse different gender role norms. For these reasons,
African American males may exhibit both traditional and non-traditional masculine
characteristics. Quantitative literature on traditional masculinity shows that African
American males endorse characteristics such as competition, aggression, protection of
family, success, and independence more than White Americans (Levant & Majors, 1997;
Pleck et al., 1994). African American males are also more likely than other races to be
religious (Mattis, Beckham, Saunders, Williams, McAllister, Knight et al., 2004; Mattis,
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Jagers, Hatcher, Lawhon, Murphy, & Murray, 2000) and express non-masculine traits such
as gentleness and warmth (Cazenave, 1984).
Table 4 summarizes the findings from qualitative studies in which African American
males define what being a man means. All of the studies involved African American men
from urban areas, and most included males across the age range, from adolescence to late
adulthood. Exploratory studies such as these allow researchers to capture characteristics that
are outside the scope of traditional masculinity. The most common responses across all of
these studies were being a provider, being responsible, knowing your role in the family,
participating in your community, being a leader, and having perseverance or strength. Some
of the masculine characteristics mentioned in other studies were absent from those with
adolescent populations. These characteristics include respect, community, spirituality, and
leadership. Also, the only study where participants reported sex as a part of being a man
without being prompted was with an adolescent population.
For African American males, manhood is heavily defined by relationships with others
(Hammond & Mattis, 2005; Hunter & Davis, 1992; 1994). Hammond and Mattis (2005)
offer a framework that views masculinity as a relationally constructed concept. One of the
key findings within the literature on African American males is that masculinity is
interrelational. One unique aspect of African American male masculinity is that it is
relationship-dependent or interrelational. One of the most important relationships is that with
the significant other. Hammond & Mattis (2005) also suggest that it is fluid, redemptive, and
proactive. In their study, men shared a common viewpoint that personal traits like respect
and perseverance come with maturation, over time and growth experiences, which suggest
that development of masculinity is a fluid process. The emphasis on responsibility and
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Table 4.
Description of Studies on African American Male Masculinity
Study

Demographic Information
Marital Status
Age
Education
62% Never
M = 33
75% HS/GED +
Married
Range 18-88
17% Married
13% Divorced

Characteristics of Masculinity

Duck, 2009

Sample
n = 60
AA Males
Urban

Hammond
& Mattis
(2005)

n = 152
AA Males
Urban

78% Single
18% Married
6% Divorced
4% Widowed

M = 30
12% HS/GED
Range 17-79 58% Some College
13% College
16% Professional

Median $50-59,999
16% <$20,000
10%
$20-40,000
26%
$40-60,000
13% $60-80,000
35% >$80,000

(In order of prevalence)
Responsibility
Autonomy
Providing
Spirituality
Morality
Family Centeredness
Growth

Hunter &
Davis
(1992;1994)

n = 32
AA Males
Urban

42% Married
13% Divorced
45% Never
married

13%
32%
42%
13%

16%
25%
32%
32%

Most Important
Sense of self, Responsibility, Family, Goals,
Provider, Humanism
Somewhat Important
Education, Spirituality, Risk-taking, Respect,
Authority
Least Important
Power

Kerrigan et
al, 2007

n = 50
AA youth
½ male
Urban

34% Parents

M = 18
M = 11 years
Range 16-21 Range 9 to 12

<25 <10% Less HS
25-34 13% HS/GED
35-54 22 % Some College
55+
50% College
13% Unskilled Workers
29% Skilled Workers
48% Professionals
6% College Students

Income
Average $32,000

<$10,000
$10-20,000
$20-29,000
$30,000+

70% Mother
Completed HS

46% In School

n = 27
16 No Children M = 16
M = 9.6 years
Gilmore,
5 One Child
Range 15-19 12 at grade level
DeLamater, AA youth
2 Two Children
& Wagstaff, Urban
1996
Note: AA = African American; HS = High School, M = mean
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Family
Male Roles
Responsibility
Leadership
Concern for Community
Sexual Promiscuity (when prompted)

Female
Economic Productivity
Independence
Emotional Strength
Care-Taking

Leadership
Groundedness
Respect
Community Involvement
Overcoming
Self Appreciation
Protecting Family
Emotional Connectedness

Male
Economic Productivity
Independence
Toughness
Sexual Prowess

Independence
Having a Job
Being a Father
Taking Care of Family
Taking Care of Responsibilities

self-improvement suggests that manhood is viewed as a process that is redemptive, or allows
for reflection and correction of weaknesses. Males in this study also viewed manhood as
something that had to be achieved by being proactive. Independence, perseverance,
responsibility, and leadership are all characteristics that require the male to be proactive,
rather than reactive as other researchers suggest (Majors & Billson, 1992; Oliver, 1984;
1989). In the Hammond & Mattis (2005) framework, characteristics of masculinity are
categorized according to the male‟s relationship to self, relationship to family, relationship to
God/morals, and relationship to the community. The following section provides a summary
of the masculine characteristics organized according to this framework.
Relationship to Self. Responsibility, “taking responsibility from one‟s actions, not
running away from them, or looking for others to handle them” (Hammond & Mattis, 2005,
p. 119) is one of the central aspects of masculinity for African American males (2005; Hunter
& Davis, 1992). African American males in all of the studies in Table 4 viewed
responsibility or accountability as a key feature of being man. For young African American
males, being responsible was achievable once they gained independence from their parents.
Independence is also an important aspect of African American male masculinity
(Hammond & Mattis, 2005). For African American males, independence was often defined
as being able to live on your own, taking care of yourself, and finding a job (Gilmore et al.,
1996). For adolescents having the freedom to make your own choices and decisions was
important as well (Hunter & Davis, 1992).
Staying strong in the face of adversity (Kerrigan, Andrinopoulus, Johnson, Parham,
Thomas, & Ellen, 2007), surviving (Hunter & Davis, 1992; Hammond & Mattis, 2005, and
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overcoming obstacles (Hammond & Mattis, 2005) is important to African American men.
This is also related to coping and emotional maturity.
The males in several of these studies made a point to distinguish manhood from
earlier stages of boyhood and adolescence. A man is considered to be someone who
personally grows, develops, and matures with time and experience (Hammond & Mattis,
2005; Hunter & Davis, 1992. Groundedness or directedness (Hunter & Davis, 1992) “having
focus and stability across many domains of life” (2005, p. 121) is another characteristic that
is closely related to maturation that was mentioned.
Being emotionally available and sensitive to others around them was mentioned
among African American males across several age categories (Hammond & Mattis, 2005;
Hunter & Davis, 1992). Being emotionally connected to the family especially is highly
regarded.
Relationship to Family. Provider roles and family involvement are one component
of African American male masculinity (Bowman, 1989; Cazenave 1979; 1984). All of the
males in the studies mentioned characteristics associated with family and their role within the
family. Fulfilling the roles of being father, husband, and son define what it means to be a
man (Hammond & Mattis, 2005; Hunter & Davis, 1992). Some men elaborated more on the
relationship between themselves and women partners. The relationship was posed to be
respectful and equitable, with women sharing equal responsibility (Hammond & Mattis,
2005; Hunter & Davis, 1992).
Being a provider to their family and having the economic capacity to do so is
important to African American men (Hammond & Mattis, 2005; Whitehead, 1997).
Adolescent males in the Kerrigan et al. (2007) study viewed financial responsibility and the
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ability to financially support others as the cornerstone of being a man. A female participant
in one study described a good man as someone who “helps pays the rent, buys groceries, and
puts clothes on my children‟s backs” (Whitehead, 1997). African-American males are more
likely than African American females to endorse the provider role (Hunter & Davis, 1994;
Levant et al., 1998).
Relationship to Truth. Having a relationship with God or seeking guidance from a
higher power is an important part of being an African-American male (Hammond & Mattis,
2005; Hunter & Davis, 1992). Another aspect of African American masculinity that emerged
is having morals and values. Some of these values are “doing what‟s right” (Hammond &
Mattis, 2005, p. 119; Hunter & Davis, 1992) and having respect for self and others. Some of
the men specifically emphasized respect for females (Gilmore et al., 1996; Hammond &
Mattis, 2005).
Relationship to the Community. Cooperation and community are African American
values, which encourage African American males to be involved in their surrounding
communities. Helping others and giving back to the community were mentioned as aspects
of a man in a study by Hammond and Mattis (2005). Leadership (in general) was also
mentioned. Leadership in the church, community, and family were considered features of
manhood.
Hypermasculinity
It is important to note that although the characteristics identified in Table 4 exist
among African American males, the list is not inclusive of all of the masculine characteristics
endorsed in this population. In addition, these characteristics are not endorsed by all African
American males. There is diversity in conceptualizations of masculinity among African
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American males. Some males have additional characteristics that when combined result in a
different form of masculinity. One alternative form that is more common among younger
African American males is hypermasculinity.
Hypermasculinity is characterized by hypersexuality, physical and emotional
toughness, hyperaggression, thrill seeking (Staples, 1982), and an emphasis on wealth
(Hunter & Davis, 1992; 1994) (See Table 5). These characteristics are considered to be more
excessive forms of traditional masculinity. For example, an overemphasis on wealth and
material possessions is based on the male role of being the provider, being successful, and
being independent.
Table 5.
Characteristics of African American Hypermasculinity
Characteristics
Toughness

Descriptions
being able to withstand large
amounts of physical weight or
emotional pain

Supporting References
Franklin, 1984; Harris, 1995,
Kerrigan et al., 2007; Kunjufu,
1986; Oliver, 1989

Hypersexuality

an excessive emphasis on sex and a
constant readiness to have sex

Duck, 2009; Harris, 1995;
Kerrigan et al., 2007; Oliver,
1989; Staples 1972;
Whitehead, 1997

Hyperaggression

an excessive emphasis on violence,
aggression, or power

Harris, 1995; Franklin, 1984;
Kunjufu, 1986

Thrill-seeking/
Risk-Taking

seeking adventure and taking risks

Franklin, 1984; Harris, 1995;
Kunjufu, 1986; Staples, 1972

Overemphasis on
Wealth

an excessive emphasis on having
money

Franklin, 1984; Harris, 1995;
Kunjufu, 1986;

In the African American community, hypermasculinity is more common among
urban, low-income African American males (Anderson, 1990; Franklin, 1984; Oliver, 1984;
1989). A number of qualitative studies indicate that younger males are more likely to
endorse hypermasculinity and aspects of hypermasculinity such as hyperaggression,
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hypersexuality, and an overemphasis on wealth (Kerrigan et al., 2007). In one study
(Gilmore et al., 1996) hypermasculine characteristics were ranked as second most important
behind other characteristics of traditional masculinity found in the African American
literature (i.e., provider, protector). The following is a summary of the characteristics
associated with hypermasculinity in African American males.
Physical and Emotional Toughness
Physical toughness is associated with masculinity by all males, regardless of race.
Other related characteristics are mental toughness (Kerrigan et al., 2007) and pride (Hunter &
Davis, 1992). Among African American males, this is sometimes exhibited by a specific set
of attitudes, behaviors, and mannerisms called “cool pose” (Majors & Billson, 1992; Majors,
Tyler, Penden, & Hall, 1994). Cool pose is a distinct posture, clothing style (e.g., hip-hop),
speech (e.g., slang), and walking style (e.g., swagga) that is supposed to exhibit pride,
strength, and control. An earlier article connected African American machismo to their
participation and emphasis on sports and athletics (Sailes, 1997). One study found that the
two most common career aspirations of young males are becoming a professional athlete, an
image of physical toughness, and a rapper, an image of mental toughness (Gilmore et al.,
1996). Among African American males, physical toughness is seen in the emphasis on
athletic prowess and emotional toughness is related to struggling and survival. Extreme
manifestations of physical and emotional strength can also lead to violence, which is a sign
of hyperaggression (Whitehead, 1997).

Hyperaggression and Thrill-Seeking
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Overemphasis on violence, aggression, and power is called hyperaggression
(Franklin, 1984). Homicide is the leading cause of death among African American males age
15 to 34 (CDC, 2006). Both victim and perpetrator in homicides are likely to be African
American men. This is one indicator of hyperaggression.
Thrill seeking, another aspect of hypermasculinity, also involves acts of aggression.
As early as elementary school, some African American males perceive success in athletics,
fighting, and risk-taking to be manly (Kunjufu, 1986). Peer groups that engage in more
thrill-seeking behaviors reward acts associated with violence (e.g., breaking windows, theft,
drug use, incarceration) and consider them to be a part of manhood (Harris, 1992).
Overemphasis on Wealth
Although males can fill the provider role by supporting their family in time and
resources, some males specifically focus on financial support. For a hypermasculine male,
having money is essential to maintain his social identity and status among females, as well as
being a provider. In a study of young African American males, Kerrigan et al. (2007), found
that money, power, and the ability to attract females were related to one another. In another
study with youth ages 13-20, males believed their sexual attractiveness was based on their
material possessions, what kind of car they owned, and whether they had money to spend on
a female (Whitehead, 1997).
Hypersexuality
Hypersexuality is excessive emphasis on sex (Whitehead, 1997) and constant
readiness to have sex (Bowleg, 2004; Seal & Ehrhardt, 2003; 2004). Some researchers use
the term “sexual prowess” to describe this behavior (Whitehead, 1997). Others describe
hypermasculinity as an exaggeration of sexual capacity and emphasis on “sexually
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controlling” or “conquering” females (Anderson, 1990; Whitehead, Peterson, & Kaljee,
1994; Whitehead, 1997). In one study with adult males, a participant revealed that African
American males were socialized to see women as “a conquer thing; never get married and
conquer all the women that you can. You know, sleep with as many as you can” (Bowleg,
2004, p. 174). For men who ascribed to such hypermasculine attitudes, sex involved little
emotions and was often spontaneous.
Recent studies suggest that sexual involvement with multiple women and women
outside of the relationship may be normative among African American adult males who
ascribe to hypermasculinity (Bowleg, Lucas, Tschann, 2004; Corneille, Tademy, Reid,
Belgrave, Nasim, 2008; Duck, 2009). Hypersexuality is more common among young
African American males than older males. In a qualitative study with African American
teens, Kerrigan et al. (2007) reported that African American females believed that it was
common for males in their community to have more than one sexual partner at a time. The
next section provides an overview of theories of masculinity.
Theories of Masculinity
There are many theories that attempt to account for both positive and negative effects
of masculinity. The following are those that have been offered as plausible explanations of
African American male masculinity. Most of the theories involve factors within the
individual, the social environment, and the broader culture.
Gender Socialization Theory
Gender socialization theory posits that males are socialized from an early age about
male roles and how males are expected to act. For example, males are socialized to believe
that success in athletics, fighting, and risk-taking is manly (Kunufu, 1986). Boys who show
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skill in cool pose and exhibit hypermasculine behaviors (i.e., knowing how to fight, being
athletic, and sexual conquests) acquire group status and are leaders (Harris, Torres, Allender,
1993). This type of gender socialization is one of the reasons why hypermasculinity is
endorsed and practiced more by adolescent and young adult African American males than
older adult males. Status and popularity are emphasized in their social environment.
Social Constructionist Theory
Social constructionism is another theory that focuses on the social environment.
Social constructionism posits that gender identity is developed through interaction with our
culture, in particular gender “scripts” which are taught and learned (Simon & Gagnon, 1986).
The gender scripts for African American males promote images of African American males
as “tough guys” or “playas.” African American male socialization includes hypermasculine
sexual scripts that depict men as sexual initiators and aggressors (Whitehead, 1997). Several
studies with both adults and adolescents attribute hypersexuality to social pressure males
receive from their peers and other females (Bowleg, 2004: Kerrigan et al., 2007). Kerrigan et
al. (2007) found in a study of African American teens that that male sexual behavior is
influence by females who are willing to participate in non-monogamous sex, as well as by
their male peers. Seal and Ehrhardt (2003; 2004) also found that female partners might
question the male‟s sexuality when they show sexual hesitation or sexual constraint.
Theory of Social Inequality
Others attribute hypermasculinity and hypersexuality among African American
males to the difficulty in dealing with social, economic, and racial inequality. African
American male relationships and sexuality are linked to social conditions such as poverty,
and racism (Cochran & Mays, 1993; Collins, 2004; Pinderhughes, 2002; Whitehead, 1997).
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The historical and current effects of racism, low socioeconomic status, and unemployment
makes it difficult for African American males to achieve masculinity identity through
convention routes such as work and family (Collins, 2004); this may lead to
overcompensation in other areas such as sexual behavior.
Patricia Hill Collins (2004) argues that it is critical for African Americans to resist
traditional Western views about masculinity. This is especially so for African Americans
males who have several barriers within the existing economic structure. Collins argues for a
new, more holistic ideal of success that emphasizes the importance of personal character
apart from economic achievement.
Male Reference Group Identity Theory
Several researchers (Kerrigan et al., 2007, Franklin 1984; Kunjufu, 1986; Silverstein
& Krate, 1975) believe that the male‟s feelings of closeness to other men in their peer group
have a powerful influence on their own masculinity. Male reference group identity theory
explains how this closeness to the peer group is related to masculinity.
Reference group identity dependence is “the extent to which males are dependent on
a reference group for their gender role self-concept” (Wade, 1998, p. 6). There are three
types of groups: the no reference group, reference group dependents, and non-referent group
(Wade, 1998; Wade, Britain, & Powell, 2001). The no reference group is made up of males
who do not feel attached to any group of males. Their gender role self-concept is often
undefined. Being in the no reference group is positively related to nontraditional
masculinity.
The second group, the reference group dependent group is made up of males who feel
attached to some groups of men, but not others. Their self-concept is dependent on a specific
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male reference group, thus they tend to be defined and rigid in their criteria of masculinity.
Males in this group endorse traditional masculinity. An example is younger males who
attach to males in their own age group, but not to males who are older.
The third group, the reference group non-dependent group, is made up of males who
feel attached to different types of men. Their gender role self-concept is internally defined
and more flexible than the reference group dependent. Males in this group attach to most
males in general and males of different ages, races, and interests.
Gender Role and Gender Strain Theories
The gender role and gender strain theories include the concepts of reference groups
and socialization as well as social factors (Eisler & Skidmore, 1987; O‟Neil, 1981; 1982;
Pleck, 1981). More specifically these theories explain how masculinity can result in negative
psychosocial outcomes. According to these theories, violating gender roles that are set by the
culture can result in gender role conflict (O‟Neil, 1981; 1982) and strain (O‟Neil, et al., 1986;
Pleck, 1981). Gender role conflict is when one gender role conflicts with another. In
comparison to females, males experience more gender role conflict because the boundaries
for gender roles are less flexible than for females (Levant, 1996; Pleck, 1981). African
American men are expected to fulfill traditional masculinity role as well as cultural roles,
which sometimes results in conflict (Franklin, 1986; 1987). For example, traditional
masculine roles emphasize success, competitiveness, and aggression may conflict with the
Afro-sociocultural values of cooperation and the promotion and survival of the group (1986;
1987). Hypermasculinity is also incompatible with Afro-sociocultural preferences for
collectivism over individualism, spirituality over material, and oneness with nature (Harris,
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1995). Excessive gender role conflict often results in gender role strain, psychological
distress, and maladaptive coping.
Gender role strain results when males adopt and see either the traditional,
hypermasculine, or culturally defined view of masculinity as the only option to achieving
manhood. There are three types of strain: 1) discrepancy strain, 2) dysfunction strain, and 3)
trauma strain. Discrepancy strain occurs when males are not able to live up to their
internalized idea of what it means to be a man. Some believe the reason for
hypermasculinity is to compensate for the negative feelings and emotions that result from the
inability to attain traditional male roles (Harris, 1995; Whitehead, 1997). Dysfunctional
strain is when there are negative effects from fulfilling gender roles. Gender roles that foster
risky behaviors such as sensation seeking and infidelity can cause negative intrapersonal
problems and conflict. Trauma strain refers to stress that comes from the process of gender
socialization itself. It occurs in cases where African American males are forced by peers to
participate in violence or other compromising behaviors. This type of strain is more
interpersonal in nature. The next section leads to the focus of this study, which is on
masculinity and sexual risk taking.
Masculinity and Sexual Risk-Taking
Several studies show strong relationships between traditional masculinity and sexual
risk-taking among African American male adolescents and adults (Dilorio, Dudley, Kelley,
Sowet, Mbwara, & Potter, 2001; Pleck et al., 1993b; Sonenstein, Leighton, Lindberg, Turner,
& Pleck, 1998). Past studies with African American adult males have found masculinity to
be associated with the level of intimacy at last intercourse, condom attitudes, and condom
use (Bowleg, 2004; Corneille et al., 2008). Pleck (1993b) found that males who held
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traditional masculine attitudes were more likely to be sexually active, have more sexual
partners, coerce someone into having sex, and use condoms less consistently than males
without traditional masculine attitudes. In a qualitative study with adult males, Bowleg
(2004) found that excessive expectations about sexual availability, and the constant readiness
to have sex, might either promote or prevent condom use. One male constantly carried
condoms in case the female resisted. Yet another male noted that “ „part of his game‟ was to
keep his expectations of having sex low but to never refuse an opportunity to have
sex…regardless of whether or not he had a condom (p. 175).”
A qualitative study by Thompson-Robinson et al. (2007) focused on the messages
African American adolescent males receive about sex from various social contexts and how
these messages influence their sexual attitudes and behavior. When asked what sociocultural factors influence their perceptions of sex, African American males mentioned peer
pressure, media, and religion. The comments of the participants suggested that these
contexts often endorse the belief that African American males should be having sex and
encourage the idea that sex is a part of being a man. “When you get around the age 16 or 17
and your friend are talking about how many girls they done been with and you sitting their
quiet…and that makes you find a girl that‟s down with having sex” (Thompson-Robinson, et
al., 2007). The comments also suggested that media, especially rap videos, contribute to
males feeling like they are less of a man if they are not having sex with females. “You do
watch BET and MTV, you see all these females in these videos shaking their asses and doing
whatever. It definitely has an effect on your psyche. If you not hitting (having sex) all these
females, then in a sense you less of a man” (Thompson-Robinson et al., 2007, p. 162).
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Masculinity, Sexual Risk-Taking, and HIV Testing
Literature on masculinity, sexual risk-taking, and HIV testing is limited. In a 2003
article, Wolfe (2003) emphasized how masculinity of the African American males has been
overlooked as a factor in the sexual health of African Americans. The author cited past
literature to provide links between hypermasculinity, sexual risk-taking and other impulsive
behaviors, and negative health outcomes related to sex such as HIV/AIDS, STI‟s, and
teenage pregnancy. The following are summaries of two qualitative studies that asked
African American males of all ages about masculinity, sexual risk-taking, and health
outcomes related to sex.
Lichtenstein (2004) conducted a series of six focus groups with African American
men and women from a wide range of backgrounds. Clients from health clinics, employees
from health clinics, and university football players were recruited to discuss STI screening,
treatment, and care. Men reported three main sources of fear related to STI screening and
treatment: Gender anxiety (attacks on masculinity), social anxiety (damage to social
reputation), and racial anxiety (AIDS as genocide).
The focus groups revealed an attitude towards testing among young males that was
not representative of most males. Employees reported that young males between 13 and 25
came in groups to get tested and bragged about getting tested to prove to females and males
that they are sexually active and that they are clean. Going to the clinic was not a threat to
masculinity. Going to the clinic was a rite of passage, a way to present themselves as
sexually active, heterosexual, and clean. “I think they‟re trying to impress both sexes. I
mean, they‟re saying to the women on the one hand, “Look what I can do.” I mean, “I‟m a

33

stud” and then to the men, youth know, they‟re saying, „I can keep up” (Lichtenstein, 2004,
p. 375).
On the other hand, males in the college football sample reported that males avoid
testing and reject the blame from infected female partners. Males avoid getting tested
because they believe they are not infected, they want to avoid the shame, and because of the
stigma-related concerns like not being able to get another partner. An observational study in
the health clinic revealed that men who were waiting to be tested were more frequently alone
and exhibited more signs of fear, anxiety, and silence than women. Another recent
qualitative study also revealed an avoidance of HIV testing among African American males
(Duck, 2009).
Duck (2009) conducted a study that included all three variables of interest: African
American male masculinity, sexual risk-taking behaviors, and HIV testing. Duck proposed
that African American‟s males‟ sense of “what it means to be a man” influences sexual risktaking as well as HIV testing behavior. The study revealed a hypersexual script among
African American males that was promotive of sexual risk-taking behaviors and that acted as
a deterrent to getting tested for HIV. Young males in particular were more likely to endorse
this script than older males. Eighty-sex percent of the males in the study acknowledged that
having a lot of sex is viewed as a sign of masculinity, and 26 out of 60 males ascribed to this
idea themselves. Males in the study suggested that when sex is a large part of their view of
what it means to be a man, males chose not to get tested and avoided knowing their status for
fear of losing their manhood. When it was defined as having a lot of sex, “being a man”
seemed to outweigh the risk of contracting HIV/AIDS. Males are willing to get tested for
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curable STI‟s (i.e., gonorrhea, syphilis), but not for incurable STI‟s that interfered with
sexual functioning such as HIV.
Other Factors Related to Masculinity, Sexual Risk-Taking, and HIV Testing
Age and social status are both related to masculinity, sexual risk-taking, and HIV
testing. For these reasons, both of these variables were controlled for in the current study.
Both age and social status influence sexual risk-taking and HIV testing. Typically, males
who are older are more likely to get tested.
Masculinity differs with age. Older men (> 40) may have different expressions of
masculinity. According to Jung‟s theory of age, (1953) men and women show more
balanced sex-role expressions after the age of 40. Older men tend to be less stereotypical in
their adherence to gender role norms and have a more flexible view of masculinity than
younger men (Cazenave, 1984; Levant et al., 1992). Bowman (1989) proposed using a
developmental life span approach to study masculinity. Placing masculinity in a
developmental framework allows researchers to examine how masculinity within one age
group or between several age groups, change over time. Masculinity is more dominant
among younger males who are exploring their identity. Accepting responsibility for one‟s
self, making independent decisions, and becoming financially independent (Arnett 1997;
1998) are characteristics of both masculinity and emerging adulthood. Characteristics of
masculinity such as independence and responsibility have increased importance in the
emerging adulthood stage.
Social status is another factor that influences masculinity. Masculinity and the
process of developing into a man may vary by socioeconomic status (Hammond & Mattis,
2005). Research with adult African American men shows that poverty, employment status,
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and the status of the male‟s occupation (Cazenave, 1979; 1984; Hunter & Davis, 1992)
influences the importance the males place on traditional roles related to being a provider.
Hunter & Davis (1992) found that manliness or hypermasculinity, ownership, and power is
endorsed more by nonprofessional men than professional men. In the development of the
Multicultural Masculinity Ideology Scale, Doss and Hopkins (1998) found that first and
second year college students scored significantly higher on hypermasculinity than third and
fourth year students. The Multicultural Masculinity Ideology Scale is used in this study.
Purpose of Research
The purpose of this study was to examine how masculinity influences sexual risktaking and HIV testing among African American males. I was also interested in the
influence of sexual risk-taking on the relationship between hypermasculinity and HIV
testing.
Hypothesis 1 was that hypermasculinity would predict sexual risk-taking (i.e.,
frequency of sex, number of sexual partners, and condom use ratio). There is support in the
literature that both traditional masculinity and hypermasculinity are related to sexual risktaking, specifically the number of sexual partners and condom use. In this study, three types
of sexual risk-taking were used: the number of times the person had sex, the number of
sexual partners, and condom use ratio.
Hypothesis 2 was that hypermasculinity would predict HIV testing. Although this
relationship has not been directly tested in the literature, there is research that has linked
traditional hypermasculinity to health-care seeking behaviors (Royster et al., 2006) such as
going to the doctor, getting tested for male conditions such as prostate cancer (Duck, 2009),
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and getting tested for STI‟s (Lichtenstein, 2004). In this study, both lifetime HIV testing and
current HIV testing (in the past month) were measured.
Hypothesis 3 was that sexual risk-taking would predict HIV testing. The literature on
sexual risk-taking and HIV testing is mixed. Some studies show that males who participate
in sexual risk-taking behaviors are more likely to get tested for HIV if there is a greater
perceived risk. However, recent qualitative research shows that males may avoid getting
tested. Lichtenstein (2004) found that college athletes have anxieties about getting tested and
avoid it when possible. Duck (2009) revealed a script that suggests that sexual risk-takers
may avoid getting testing for HIV when sex is tied to their masculinity. The findings of this
study should help clarify this relationship.
Hypothesis 4 was that sexual risk-taking would moderate the relationship between
hypermasculinity and HIV testing. Moderation is used when the relationship between the
independent variable and dependent variable depends on the level of the moderator variable
(Cohen & Cohen, 1983). It was expected that the association between hypermasculinity and
HIV testing would depend on the level of sexual risk-taking. The relationship between
hypermasculinity and HIV testing was expected to be stronger when sexual risk-taking was
high. The relationship between hypermasculinity and HIV testing was expected to be weaker
when sexual risk-taking was low.
Method
Design
The current study used a cross-sectional design. Males in the study were participants
in one session of a HIV prevention intervention for African American females. This program
was implemented in freshman dorms on a Historically Black College and University (HBCU)
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campus from the Spring of 2007 to the Spring of 2010. Sistas Informing Sistas About the
Topic of AIDS, (SISTA) is a five session evidence-based program designed to teach African
American women about HIV/AIDS and to equip them with risk reduction strategies and
behavioral skills (Wingood & DiClemente, 1995). This specific intervention added an
additional session to the SISTA curriculum called Bring a Brotha to SISTA. For this session,
female participants were instructed to bring a male to the group to talk about HIV/AIDS and
relationships. Males who attended this 2-hour session were personally invited by female
participants. The relationship between the male and the female participants varied from
friend, sexual partner, to boyfriend. Prior to the beginning of the Bring a Brotha to SISTA
session, male participants completed a questionnaire, which included measures of the
variables used in this study.
Participants
Data were collected from 136 males. The sample was then selected to only include
males who were African American, heterosexual, and not married, which reduced the sample
size to 126. The average age of the sample was 19.7 (SD = 1.88) with a range between 18
and 28. The majority of the males had either completed high school or some college. Fiftyone percent (n = 63) reported that the highest level of education completed was high school,
42% (n = 52) had completed some college or a 2-year degree, and 7% (n = 9) had completed
a college degree. Most of the males were unemployed, undergraduate students. Fifty-three
percent (n = 66) were unemployed, 38% (n = 47) worked part-time, and 9% (n = 11) worked
full time. Almost half of the sample were freshmen (46%, n = 58). Fifteen percent (n = 19)
were sophomores, 14% were (n = 18) juniors, 12% (n = 15) were seniors, and 13% (n = 16)
were other. The majority of the students (72%, n = 80) had no income, which is typical of
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college students. The average monthly income for the total sample (including those with no
income) was $365.57. Of those participants who had incomes, 11% (n = 12) had incomes
less than $500. Ten percent (n = 11) had incomes between $501 and $1000, and 7% (n = 8)
had incomes above $1,000. Very few males in this sample had children (4%, n = 5). Almost
half of the sample had a main partner. Forty-two percent (n = 52) had a main partner, and
7% (n = 9) were living with their partner. Of those who had a main partner, 18% (n = 21)
had been together less than a year. Seven percent (n = 10) had been together from one to two
years. Twelve percent (n = 14) had been together for more than two years.
Measures
The majority of the demographic and sex behavior measures were adapted from
measures used to evaluate the SISTA program for women. These measures provided by the
intervention developers to assess the effectiveness of the SISTA curriculum (Wingood &
DiClemente, 1995). The dependent variables (lifetime HIV testing and current HIV testing)
will be discussed first followed by the independent variable (hypermasculinity), and the
moderating variables (i.e., frequency of sex, number of sex partners, and condom use ratio).
These moderating variables also were dependent variables for Hypothesis 1 and an
independent variable for Hypothesis 3. The covariates, age and year in school, will be
discussed last.
HIV Testing. The dependent variable, HIV testing, was measured by two
dichotomous items. Lifetime HIV testing was measured by the item, “In your lifetime, have
you ever been tested for HIV?” Current HIV testing was measured by another item: “In the
past month, have you been tested for HIV?” Participants answered “„yes” or “no” to both
questions.
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Hypermasculinity. The independent variable, hypermasculinity, was measured
using a subscale of the Multicultural Masculinity Ideology Scale. The Multicultural
Masculinity Ideology Scale (MMIS) is a 39-item likert scale that was normed on a sample of
African American, Chilean, and White American males (Hopkins, 1998). The items included
in the original scale either represent a central aspect of masculinity for one of the cultural
groups or differentiate one group from the others. The scale was validated by using the Male
Role Norms Scale (Thompson & Pleck, 1986), the Male Role Attitudes Scale (Pleck et al.,
1993b), and the revised short form of the Marlowe-Crowne Social Desirability Scale (Fisher
& Fisk, 1993) using the White sample only. For this restricted sample, the Hypermasculine
Posturing sub-scale was positively related to the Status, Anti-Femininity, and Toughness
subscales in the Male Role Norms Scale and the overall Male Role Attitudes Scale.
Hypermasculinity was measured by a subscale of the MMIS called Hypermasculine
Posturing (Doss & Hopkins, 1998). Participants indicated the extent to which they agreed or
disagreed with statements about how men their age are supposed to act (with responses
ranging from one “strongly disagree” to 4 “strongly agree”). One example is “A guy should
not show affection to those he loves.” High scores indicate high levels of hypermasculinity.
One item (Guys should not try to solve problems by fighting) was dropped to increase the
reliability leaving 12 items. The original hypermasculinity scale consisted of 13 items with a
reliability of .76. The reliability of the scale for this sample was .77. The 12 items that were
used in this study to measure hypermasculinity are shown in Table 6.
Factor Analysis of the Hypermasculinity Scale. A factor analysis was computed to
determine if other sub-scales existed within the Hypermasculinity scale. Hypersexuality is a
component of hypermasculinity that has been shown in the literature to be related to sexual
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Table 6.
Original Items from the MMIS Hypermasculinity Subscale Used in the Study
3. A guy should not have male friends who are homosexual.
4. A guy should prove his masculinity by having sex with a lot of people.
11. In a relationship, guys should have sexual intercourse as often as possible.
12. To be a guy, you‟ve got to be tough.
13. Strong anger is a natural emotion for a guy to show.
15. A guy should not show affection to those he loves.
19. Even if a guy is not rich, he should try to look that way.
20. A guy should always have a woman he is dating.
21. Guys should not cry even when something really bad happens.
25. The best way a man can care for his family is to get the highest paying job he can.
30. Being athletic or good at a sport should be important for a guy.
31. A guy should have sexual intercourse as early as he can in his life.
Note: These items were taken from the Multicultural Masculinity Ideology Scale (Doss & Hopkins, 1998)

risk-taking among African-American males (Staples, 1982). Although the original authors of
the scale did not identify hypersexuality as a sub-scale, there were several individual items
that seemed to be related to this construct (e.g., “In a relationship, guys should have sexual
intercourse as often as possible.”). Therefore, a factor analysis was computed using items in
the hypermasculinity scale to determine if there were enough items for a hypersexual
measure. The method used for this factor analyses was the same method that the original
authors of the MMIS scale used. First, a principal axis factor analysis was computed and
used to identify separate constructs (Floyd & Widaman, 1995). Then, spree plots were
examined for the number of maximum components. The results showed that none of the
components that were revealed were conceptually meaningful (see Appendix 2 for additional
information on this analysis). Therefore, only the original hypermasculinity scale was used
in analyses (see Table 6).
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Sexual Risk-Taking. Sexual risk-taking was measured by several variables:
frequency of sex, number of sex partners, and condom use ratio. Frequency of sex was
measured by the following item: “In the past 3 months, how many times have you had sex,
where you put your penis into a woman‟s vagina?” Participants responded by writing the
number of times they had sex. Number of sex partners was measured by the following item:
“In the past 3 months, how many women have you put your penis into their vagina?”
Condom use ratio was calculated by dividing frequency of sex by participants‟ responses to
the following item: “In the past 3 months, when you had sex putting your penis into a
woman‟s vagina, how many times was a condom used?”
Condom use ratio was not included in the analysis because a substantial amount
(44%, n = 56) of the data was missing for this variable. This missing data resulted from the
number of participants who reported they had not had sex in the past 3 months (n = 29) and
the number of participants who did not respond to the frequency of sex (n = 21) or the
condom use question (n = 16).1
Age and year in school were included as covariates in all analyses. Age was
measured by one item: “How old are you?” Participants responded by writing their
numerical age. Year in school was measured by one item: “What best describes your year in
school?” The item was recoded into two categories, freshman, and non-freshman.

Procedures
Before the Bring a Brotha to SISTA session began, males were separated from
females and administered a questionnaire, which included the variables in the study. Trained
1

Categories for missing data for condom use ratio are not mutually exclusive.
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research assistants distributed consent forms and verbally reviewed them with participants.
The research assistants emphasized confidentiality and participant‟s right to refuse to answer
any questions. After consent was obtained, the questionnaire was administered. After all
participants completed the questionnaire, males were rejoined with the females and the 2hour session began. At the end of the session, participants received a small incentive, a $10
gift card to a local store.
Data Analysis Plan
After the data was entered, it was examined for errors and outliers. Descriptive
statistics (i.e., mean, standard deviation, skewness, and kurtosis) were calculated and used to
describe the distribution of each variable. A missing values analyses using Little‟s Missing
Completely At Random (MCAR) test was conducted to test for randomness of the missing
data. Pearson product correlations were used to test for significant bivariate relationships
between all variables in the study. This was followed by hypothesis testing, which involved
a series of hierarchical and logistic regression analyses.
Hypothesis 1 was that hypermasculinity would predict sexual risk-taking. Multiple
regression analyses were used to determine if the independent variable, hypermasculinity,
predicted frequency of sex and number of sex partners. This was tested using two
hierarchical multiple regression analyses: one regression of hypermasculinity on frequency of
sex and another regression of hypermasculinity on number of sex partners.
Hypotheses 2-4 tested the direct effects of hypermasculinity and sexual risk taking on
HIV testing and the moderating effect of sexual risk-taking on hypermasculinity and HIV
testing. Baron and Kenney (1986) define a moderator as “a variable that affects the direction
and/or strength of the relationship between the independent variable and the dependent
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variable” (Baron & Kenney, p. 1174). The relationship between the independent variable
and the dependent variable depends on the level of the moderator variable (Cohen & Cohen,
1983). The moderator interacts with the independent variable so that the independent
variable‟s association with the dependent variable is stronger or weaker at different levels of
the moderator (Bennett, 2000).
In this study, the dependent variables were lifetime HIV testing and current HIV
testing (in the past month). The independent variable was hypermasculinity. The
moderating variables were frequency of sex and sex partners. It was expected that the
association between hypermasculinity and HIV testing would depend on the level of sexual
risk-taking. The relationship between hypermasculinity and HIV testing was expected to be
stronger when sexual risk-taking was high and weaker when sexual risk-taking was low.
The hypotheses were based on the moderation model as suggested by Baron & Kenny
(1986). A moderator model tests for:
a) the relationship between the independent variable and dependent variable,
b) the relationship between the moderator variable and the dependent variable, and
c) the interaction between the independent and moderator variable on the dependent
variable.
Hypothesis 2 was that the independent variable, hypermasculinity, would predict the
dependent variables, lifetime HIV testing, and current HIV testing (in the past month).
Hypothesis 3 was that the moderating variables, frequency of sex and sex partners, would
predict the dependent variables. Hypothesis 4 was that the moderating variables, frequency
of sex and sex partners, would influence the relationship between the independent variable,
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hypermasculinity, and the dependent variables, lifetime HIV testing and current HIV testing
(in the past month).
To test the moderation model, two logistic regression analyses were computed, one
for each dependent variable, lifetime HIV testing and current HIV testing. In order to reduce
the effects of multicollinearity, the independent variable and moderator variables were
centered on their means (Cohen, Cohen, West, & Aiken, 2003). The covariates, age and year
in school were entered in the first step. The independent variable, hypermasculinity, and
moderator variables, frequency of sex and sex partners were entered in the second step. The
interaction terms between hypermasculinity and the moderator variables (frequency of sex
and number of sex partners) were entered in the last step.
Results
Preliminary Analyses
The analyses were computed using SPSS version 18. The data was entered into a SPSS
file, verified, and cleaned with the help of trained research assistants. Cleaning consisted of
visually scanning the frequencies for errors (i.e., responses outside of the expected range) and
outliers. Four data points were deleted as outliers: one in response to frequency of sex in the
past month (e.g., 90), one in response to income (e.g., $8750/mo), and two in response to
length of relationship with partner (e.g., 12 & 24 years). A missing value analyses was
conducted on all of the variables included in the study. The Little‟s MCAR test was not
significant (X2 = 363.65, df = 336, p < .05), which indicates that data was missing at random.
Descriptive Statistics
Descriptive statistics (mean, standard deviation, range, skewness, and kurtosis) were
calculated for all variables included in the study (see Table 7).
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Dependent Variables. Forty-three percent (n = 53) of the males had never been
tested for HIV in their lifetime. Fifty-seven percent had been tested for HIV in their lifetime
(n = 70). Eighteen percent (n = 22) of the males reported being tested in the past month.
Independent Variable. The average score for the hypermasculinity scale was 2.21
(SD = .44), which is in the middle of the range for the scale (1-4). The lower quarter of the
sample had means below 1.92, which indicates low hypermasculinity. The upper quarter of
the sample had means above 2.5, which indicates high hypermasculinity.
Moderator Variables. The average number of times participants reported having
sex in the past 3 months was 9.22 (SD = 14.44). This estimate is positively skewed because
of the large range (0-75). Most of the participants reported frequencies between 0 and 10.
Twenty-eight percent of the sample reported not having any sex in the past 3 months.
Twenty-two percent of the sample had sex between 1 and 3 times, and 16% of the sample
had sex between 4 and 10 times. A quarter of the sample had sex 10 or more times, which is
above the average.
The average number of sex partners in the past 3 months was 2.5 (SD = 3.95).
Twenty-eight percent of the sample reported no sex partners. Half of the sample (50%) had
between 1 and 3 partners; 22% of the sample reported having 3 or more partners.
Correlational Analyses
Table 8 shows the results of correlations among all variables.
Relationship between Dependent Variables. Lifetime HIV testing was positively
related to current HIV testing. Lifetime HIV testing was associated with being tested within
the last month.
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Table 7.
Descriptive Statistics for Study Variables
Continuous Variables
N
Range
Mean
Age
126
18-28
19.71
Hypermasculinity
110
1.08-3.92
2.21
Frequency of Sex
105
0-75
9.22
Sex Partners
108
0-25
2.5
Dichotomous Variables N
Frequencies
Year in School
126
46% Freshman
54% Non-Freshman
Lifetime HIV Testing
123
57% Yes
43% No
Current HIV Testing
122
18% Yes
(past month)
82% No

SD
1.88
.44
14.44
3.95

Note: Frequency of Sex and Sex Partners were reported in the past 3 months

Table 8.
Correlational Analyses of Study Variables
Variables

1.

2.

3.

4.

5.

6.

1. Age

---

2. Year in Schoola

-.64***

---

3. Hypermasculinity

.06

-.08

---

4. Frequency of Sex

.23*

-.31**

.18

---

5. Sex Partners

.14

-.18

.26**

.65***

---

6. Lifetime HIV Testing

.21*

-.13

-.07

.33**

.28**

---

7. Current HIV Testing

.25**

-.17

.16

-.11

.19*

.41***

7.

---

Note: * = p < .05, ** = p < .01, *** = p <.001, a Coding for Year in School: 1 = Freshman, 2 = NonFreshman

Relationships among Covariates, Moderator, and Dependent Variables. Age was
positively related to one moderator, frequency of sex, and both dependent variables, lifetime
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HIV testing and current HIV testing. Increases in age were associated with increases in
frequency of sex, having ever been tested, and being tested in the past month. Year in school
was negatively related to one moderator, frequency of sex. Being a non-freshman was
associated with increased frequency of sex.
Relationships among Independent, Moderator, and Dependent Variables.
Hypermasculinity was positively related to number of sex partners. Increases in
hypermasculinity were associated with increases in the number of sex partners. Frequency of
sex was positively related to number of sex partners and lifetime HIV testing. Increases in
frequency of sex were associated with increases in the number of sex partners and the
likelihood of ever getting tested. Number of sex partners was positively related to
hypermasculinity, frequency of sex, and both dependent variables. Increases in the number
of sex partners was associated with increases in hypermasculinity, frequency of sex, the
likelihood of ever being tested, and being tested within the last month.
Hypothesis Testing
Hypothesis 1. Two separate regression analysis were computed to determine if
hypermasculinity predicted the two sexual risk-taking variables, frequency of sex and
number of sex partners. In order to reduce the effects of multicollinearity, the predictor
variable, hypermasculinity, was centered on its mean (M = 2.21) (Cohen, Cohen, West, &
Aiken, 2003). In the first step, the covariates (age and year in school) were entered. In the
second step, hypermasculinity was entered. The results for both dependent measures are
shown in Table 9.
Frequency of Sex. The test of the full model was statistically significant, F (3) =
4.06, p < .01. The overall model accounted for 12% of the overall variance (r2 = .12) in
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frequency of sex. Year in school significantly predicted frequency of sex, t(96) = -2.0, p =
.05. Non-freshman had higher levels of frequency of sex than freshmen. Hypermasculinity
did not predict frequency of sex, t(96) = 1.66, p = ns.
Number of Sex Partners. The test of the full model was statistically significant, F(3)
= 3.49, p < .05. The overall model accounted for 10% of the overall variance (r2 = .10).
Hypermasculinity significantly predicted number of sex partners, t(100) = 2.72, p = .008.
Increases in hypermasculinity predicted increased in number of sex partners.
Hypothesis 1 was partially supported. Hypermasculinity predicted number of sex
partners, but not frequency of sex.
Table 9.
Hierarchical Regression of Hypermasculinity on Sexual Risk-Taking
Variables
B
SE B
β
t
Frequency of Sex (n = 96)
Age

.42

.91

.06

.46

Year in School

-6.89

3.44

-.24

-2.00*

Hypermasculinity

5.22
3.15
.16
Sex Partners (n = 100)

1.66

Age

.12

.24

.06

.47

Year in School

-.78

.93

-.10

-.84

Hypermasculinity

2.31

.85

.26

2.72**

Note.* = p < .05, ** = p < .01, *** = p <.001

Hypotheses 2-4: Testing the Moderation Model. Hypotheses 2 through 4 were
tested by conducting two separate logistic regression analyses for each outcome variable:
lifetime HIV testing and current HIV testing. Logistic regression analyses for both lifetime
HIV testing and current HIV testing were used to determine if a) hypermasculinity predicted
HIV testing (Hypothesis 2), b) frequency of sex and number of sex partners predicted HIV
testing (Hypothesis 3), and c) the frequency of sex and/or sex partners moderated the
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relationship between hypermasculinity & HIV testing (Hypothesis 4). Before analyses, the
independent variable and moderator variables were centered on their means (M = 2.21, M =
9.22, M = 2.49 respectively). The covariates (age and year in school) were entered in the
first step. The independent and moderator variables, hypermasculinity, frequency of sex, and
number of sex partners were entered in the second step. The interaction terms between
hypermasculinity and frequency of sex and hypermasculinity and number of sex partners
were entered.
Lifetime HIV Testing. The test of the full model for lifetime HIV testing was
statistically significant, χ2 (7, N = 93) = 26.36, p < .001. The overall model accounted for
33% of the overall variance (Nalgerke r2 = .33, Cox & Snell r2 = .25). The Hosmer &
Lemeshow Goodness of Fit Test was non-significant χ2 (8, N = 93) = 2.25, p = ns, indicating
that the model correctly predicted the observed data. The model correctly classified 74% (n
= 29) of those who had never been tested and 72% (n = 39) of those who had been tested, for
an overall success rate of 73%.
Table 10 shows the unstandardized regression coefficients, the standard error of the
unstandardized coefficients, the standardized coefficient, and the Wald χ2 test of significance
for each of the predictors. One of the covariates, age, was marginally significant, χ2 (1, N =
93) = 3.14, p = MS). Increases in age predicted lifetime HIV testing. Hypothesis 2 was
supported. Hypermasculinity significantly predicted lifetime HIV testing, χ2 (1, N = 93) =
5.96, p < .05). As hypermasculinity increased, the likelihood of ever being tested increased.
Hypothesis 3 was partially supported. Frequency of sex predicted lifetime HIV
testing χ2 (1, N = 93) = 4.61, p < .05). As frequency of sex increased the likelihood of ever
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being tested increased. However, the number of sexual partners did not predict lifetime HIV
testing.
Table 10.
Logistic Regression for Lifetime HIV Testing
Variables
B

SE B

β

Wald χ2

.35
-.99

.20
.67

1.41
.37

3.14MS
2.21

Hypermasculinity

-1.99

.82

.14

5.96*

Frequency of Sex

.09

.04

1.09

4.61*

Sex Partners

.23

.16

1.25

1.91

Step 3
Hypermasculinity X Frequency

-.24

.13

.79

3.25MS

Hypermasculinity X Partners

.40

.42

1.49

.89

Step 1
Age
Year in School
Step 2

Note: MS = Marginally Significant; * = p < .05, ** = p < .01, *** = p <.001

Hypothesis 4 was not supported. The interaction between hypermasculinity and
frequency of sex was only marginally significant, χ2 (1, N = 93) = 3.24, p = .07). Frequency
of sex did not moderate the relationship between hypermasculinity and lifetime HIV testing.
Current HIV Testing. The test of the full model for current HIV testing was
statistically significant, χ2 (7, N = 92) = 17.30, p < .05. The overall model accounted for 29%
of the overall variance (Nalgerke r2 = .29, Cox & Snell r2 = .17). The Hosmer & Lemeshow
Goodness of Fit Test was non-significant χ2(8, N = 92) = 7.98, p = ns), indicating that the
model correctly predicted the observed data. Only 15 participants reported being tested for
HIV in the past month. The model correctly classified only 33% (n = 5) of these participants.
The model correctly classified 96% (n = 74) of those who did not get tested, for an overall
success rate of 86%.
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Table 11 shows the unstandardized regression coefficients, the standard error of the
unstandardized coefficients, the standardized coefficient, and the Wald χ2 test of significance
for each of the predictors. Hypothesis 2 was not supported. Hypermasculinity did not
predict current HIV testing χ2 (8, N = 92) = .05, p = ns).
Table 11.
Logistic Regression for Current HIV Testing
Variables
Step 1
Age
Year in School
Step 2
Hypermasculinity
Frequency of Sex

B

SE B

β

Wald χ2

.25
-.11

.17
.85

1.29
.89

2.19
.02

.22
-.21

1.00
.09

1.24
.81

.05
5.76*

.45

.20

1.58

5.35*

Step 3
Hypermasculinity X Frequency

.07

.19

1.07

.15

Hypermasculinity X Partners

.41

.53

1.51

.59

Sex Partners

Note: * = p < .05, ** = p < .01, *** = p <.001

Hypothesis 3 was supported. Both frequency of sex (χ2 (8, N = 92) = 5.76, p < .05),
and number of sex partners (χ2 (8, N = 92) = 5.35, p < .05) predicted current HIV testing. As
frequency of sex and number of sex partners increased, the likelihood of being tested in the
past month increased.
Hypothesis 4 was not supported. The interaction terms between hypermasculinity
and frequency of sex (χ2 (8, N = 92) = .15, p = ns) or hypermasculinity and sex partners (χ2
(8, N = 92) = .59, p = ns) were not significant. Frequency of sex did not moderate the
relationship between hypermasculinity and current HIV testing.
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Summary of the Results
The following is summary of the results of all hypotheses tests. Among the covariate,
year in school predicted frequency of sex. The relationship between age and lifetime testing
was almost significant.
Hypothesis 1: Hypermasculinity will predict sexual risk-taking. Hypothesis 1
was partially supported. Hypermasculinity predicted the number of sex partners, but not
frequency of sex. Increases in hypermasculinity were associated with increases in the
number of sex partners.
Hypothesis 2: Hypermasculinity will predict HIV testing. Hypothesis 2 was
partially supported. Hypermasculinity predicted lifetime HIV testing, but not current HIV
testing. Increases in hypermasculinity were associated with having ever been tested for
HIV.
Hypothesis 3: Sexual risk-taking will predict HIV testing. Hypothesis 3 was
supported. Frequency of sex predicted lifetime HIV testing; and both frequency of sex and
number of sex partners predicted current HIV testing. Increases in frequency of sex and
number sex partners were associated with being tested for HIV in the past month.
Hypothesis 4: Sexual risk-taking will moderate the relationship between
hypermasculinity and HIV testing. Hypothesis 4 was not supported. For lifetime HIV
testing, the interaction between hypermasculinity and frequency of sex was marginally
significant; and the interaction between hypermasculinity and sex partners was not
significant. For current HIV testing, the interactions between hypermasculinity and
frequency of sex and hypermasculinity and sex partners were not significant.

53

Discussion
There is limited research on masculinity, sexual risk-taking, and HIV testing (Wolfe,
2003). The few studies that have been conducted are qualitative in nature and have mixed
findings (Duck, 2009; Lichtenstein, 2004). The current study helps to clarify the
relationships between masculinity and sexual risk-taking, and HIV testing found in
qualitative research. It also one of the few studies that uses a quantitative measure of
hypermasculinity, the type of masculinity that is more closely linked to sexual risk-taking
and HIV testing. This discussion will provide a review and interpretation of the findings for
each hypothesis, implications and recommendations for programs, suggestions for further
research, a summary of the limitations of the study, and a conclusion.
The purpose of this study was to examine the relationships among hypermasculinity,
sexual-risk-taking, and HIV testing among African-American males. A sample of African
American male heterosexual college students were surveyed on a number of measures related
to sexual behavior and HIV/AIDS, including hypermasculinity, frequency of sex, sexual
partners, lifetime HIV testing, and current HIV testing. Sexual risk-taking was expected to
moderate the relationship between hypermasculinity and HIV testing. The findings partially
supported the study‟s hypotheses. In the following section, I provide an overview of these
findings, compare them to findings in the literature, and provide explanations of what they
mean.
Summary and Interpretation of Findings
College students in this sample reported higher rates of HIV testing and lower rates of
sexual risk-taking than what has typically been found in the literature. Studies with African
American college students, both male and female, show that 41-60% have ever been tested
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and 13-25% have been tested in the past 6 months (Payne et al., 2006; St. Rose, 2008;
Thomas et al., 2008). In this study, 57% of the males reported having ever been tested for
HIV and 18% had been tested in the past month. The average number of sex partners was
lower than found in the literature. The average number for this sample was 2.5 compared to
5.5 in other studies (St. Rose, 2008).
The context of the study may help to explain why males in this sample had higher
rates of testing and lower rates of sexual risk-taking behaviors. The males in this study were
willing to come to an HIV/AIDS education session with females. The testing and sex riskbehaviors of these males may not be representative of those males who may be less willing to
attend such a program.
Covariates. Among the covariates, year in school predicted frequency of sex and age
came close to predicting lifetime HIV testing. Non-freshman had a higher frequency of sex,
and older males were more likely to have ever been tested. Both of these findings are
consistent with findings in the literature on African American college students that show that
upperclassman males engage in more sexual risk-taking (Hayes et al., 2009; Thomas et al.,
2008) and that older students are more likely to have been tested for HIV (Thomas et al.,
2008).
Age and year in school are closely related. Year in school, but not age was a
predictor of frequency of sex. Age, but not year in school, was a predictor of testing. Why
one variable was significant but not the other warrants explanation. Age is a demographic
variable that denotes time. Some males in the sample were outside of the typical age of
college students. The range was from 18 to 28. The more time a person has, the greater the
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chances are that they will get tested. This is especially so in this sample, where almost half
of the males are freshman.
Year in school is an indicator of status on the college campus as well as how familiar
the person is with the other students on campus. The higher frequency of sex among
upperclassmen may be attributed to more familiarity with females on campus, and
subsequently having more partners‟ on-campus rather than off-campus.
Hypothesis 1. Hypothesis 1 was that hypermasculinity would predict sexual risktaking. This hypothesis was partially supported. Hypermasculinity did not predict frequency
of sex; however, it did predict number of sexual partners. The finding that hypermasculinity
predicted number of sexual partners is consistent with past literature with African American
adults (Bowleg, 2004; Pleck, 1993a) and adolescents (Thompson-Robinson et al., 2007).
Pleck (1993a) found that African American males with traditional masculinity had more sex
partners. Bowleg (2004) found a script that presented manhood as having sex with as many
women as possible. Adolescents in Thompson-Robinson‟s study talked about scripts found
in the media and from peers that men should have sex with several females.
Hypermasculinity encompasses constructs related to frequency of sex, such as being
constantly ready to have sex (Bowleg, 2004; Seal & Ehrhardt, 2003; 2004). However, this
study did not find that hypermasculinity predicted frequency of sex. The lack of a
relationship between hypermasculinity and frequency of sex may be attributed to how
frequency of sex and other measures of sexual activity are conceptualized. For example,
Pleck (1993b) found a relationship between masculinity and sexual activity. However,
sexual activity in the Pleck study was measured by whether or not the male was sexually
active, rather than frequency of sex as in the current study.
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Another potential reason for the lack of support for this relationship is related to the
fact that frequency of sex may not be a sexual risk behavior. Frequency of sex was included
in the study because it was a measure of sexual behavior and was to be used to calculate
another sexual risk-taking variable, condom use ratio. However, frequency of sex is not
typically conceptualized as a measure of sexual risk-taking in the health field. Research
shows that the frequency in which a person has sex is not as related to the risk of contracting
HIV/AIDS as the protective measures taken to prevent the transmission of HIV/AIDS (i.e.,
condoms), the number of partners a person has, and the risk status of their sexual partners
(CDC, 2010a).
Hypothesis 2. Hypothesis 2 was that hypermasculinity would predict HIV testing.
This hypothesis was partially supported. Hypermasculinity predicted whether males had ever
been tested; however, it did not predict whether males had been tested in the past month.
This study is the first (to the author‟s knowledge) to test the relationship between
hypermasculinity and HIV testing using quantitative methods. Prior to this study, research
on the relationship between hypermasculinity and HIV testing was unequivocal. Qualitative
scripts suggested that hypermasculinity could either encourage or discourage African
American males to get tested for HIV (Duck, 2009; Lichtenstein, 2004). The finding that
hypermasculine men are more likely to have ever been tested is consistent with a script found
in Lichtenstein‟s study where African American adult males who ascribed to hypermasculine
attitudes expressed willingness to get tested for STI‟s.
Although rates of current HIV testing are often reported, little research exists on the
predictors of regular or recent HIV testing. The lack of a relationship between
hypermasculinity and current HIV testing could be due to the small number of males who
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had been tested in the past month. Only 22 reported that they had been tested in the past
month. The question in this study asked males about testing in the past month, rather than 3
or 6 months. Had the question asked about HIV testing in the past 3 or 6 months as
recommended by CDC, the number of males who had been recently tested may have
increased, resulting in more variability on this measure.
Hypothesis 3. Hypothesis 3 was that sexual risk-taking would predict HIV testing.
This hypothesis was partially supported. Frequency of sex, but not number of sex partners
predicted having ever been tested for HIV. Both frequency of sex and sex partners predicted
HIV testing in the past month. Males who reported higher frequencies of sex were more
likely to have ever been tested for HIV. Males who reported more frequencies of sex and
more sex partners were more likely to have tested for HIV in the past month.
These findings suggest that males who engage in frequent sex and who have multiple
partners are getting tested more often than those who do not. This is consistent with the
literature that shows that African American college students who have higher levels of sexual
risk-taking are more likely to have been tested for HIV (Hou, 2008; Mongkuo et al., 2010).
Researchers have attributed this finding to the elevated perceptions of their actual risk for
contracting HIV/AIDS.
The significant relationship between number of sex partners and current HIV testing,
but not lifetime HIV testing is difficult to explain. In this sample, whether or not males have
been tested did not depend on the number of sex partners, but the frequency of sex. This
finding suggests that males may perceive sexual risk-taking as frequency of sex rather than
number of sex partners. The more often you have sex, the greater the risk of contracting
HIV/AIDS. It is also possible that males who have multiple sex partners do not have sex as

58

often as males with just one partner. The convenience and quality of the relationship might
encourage more sexual activity if there was only one partner.
Hypothesis 4. Hypothesis 4 was that sexual risk-taking would moderate the
relationship between hypermasculinity and HIV testing. This hypothesis was not supported.
The interaction between hypermasculinity and frequency of sex on lifetime HIV testing was
marginally significant and therefore inconclusive. Further research is needed. There may
not have been enough statistical variance within hypermasculinity or the levels of frequency
of sex to detect a moderating relationship between hypermasculinity and HIV testing. In
addition, the results from Hypothesis 3 showed that males who had higher frequencies of sex
and sex partners were more likely to have ever been tested. This relationship may exist
regardless of the level of hypermasculinity, in which case this moderation would not have
been significant.
The lack of a significant interaction between hypermasculinity and number of sex
partners on lifetime HIV testing could be attributed to the lack of a relationship between
number of sex partners and lifetime HIV testing. A rationale for why number of sex partners
did not predict lifetime testing is discussed under the interpretation for Hypothesis 3. In
addition, there may not have been enough variation in the number of sex partners within this
sample.
For current HIV testing, neither interaction was significant. This may be explained
by the lack of the relationship between hypermasculinity and current HIV testing. Reasons
for why hypermasculinity does not predict HIV testing are offered above in the interpretation
section for Hypothesis 2. Results from Hypothesis 2 showed that hypermasculinity did not
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predict current HIV testing. These findings suggest that sex partners or frequency of sex did
not enhance the likelihood that hypermasculinity would predict current HIV testing.
Summary of Findings and Implications for Programs with African American Males
In summary, the findings from this study indicated:
1. African American college males who ascribed to hypermasculinity had a higher
number of sex partners and were more likely to have ever been tested for HIV.
2. African American college males who had sex more frequently sex were more likely
to be non-freshman and to have ever been tested for HIV.
3. African American college males who had sex more frequently and who had more sex
partners were more likely to have been tested for HIV in the past month.
The findings from the current study have several implications for programs for African
American college males and adolescents. The most overarching implication is that programs
that address sexual behavior with African American males should include discussions about
masculinity, sexual risk-taking, and HIV testing. The following are suggestions about what
program components and activity might include based on the current study findings and
relevant theories.
Masculinity and Sexual Behavior. The findings of this study showed that
hypermasculinity is a real concept for African American college males and is related to
sexual risk-taking and HIV testing. Theories of masculinity suggest that hypermasculinity
may be the result of several factors such as gender socialization (Kunufu, 1986; Harris,
1993), racial and economic barriers (Cochran & Mays, 1993; Pinderhughes, 2002;
Whitehead, 1997), gender role strain (O‟Neil, 1981; 1982; O‟Neil et al., 1986; Pleck, 1981),
and perceived attachment to other males (Wade, 1998; Wade, Brittain, & Powell, 2001).
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Therefore, programs should include a component where participants can discuss what it
means to be an African American male. These discussions could help men to identify some
of the contextual and cultural factors that contribute to their perceptions of their manhood.
Gender role socialization theory accounts for how males are socialized to endorse
certain gender roles and the messages they receive about sex behaviors. Programs should not
only discuss what it means to be an African American man, but the messages they receive
from various groups of people (i.e., parents, siblings, friends) and various contexts (i.e.,
party, church, school) about how they should act, and whether or not these messages about
manhood are tied to sex behaviors.
Studies from the male reference group identity theory show that males who have a
non-flexible view of masculinity are more likely to experience strain; and that older males
have a more flexible view of masculinity. Programs should teach college and adolescent
males that there are different images of African American males and that they are all valid.
Ideally, these programs would have males with different conceptualizations of masculinity
and from different generations as instructors, leaders, and speakers of the program. Programs
would also want to highlight in discussions differences among males who are or have been in
various sexual and partner relationships with women (i.e., partners, girlfriends, and spouse).
Racial and economic barriers are reasons why African American males have
historically perceived traditional masculinity as less attainable. Being a provider is important
to being a man. Theories of hypermasculinity suggest that the inability to be a provider is
one reason why males rely on sex to prove their manhood. Programs for African American
college and adolescent males should discuss alternative ways to demonstrate manhood, and
the negative effects of pursuing sex and aggression as avenues to manhood. These program
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might also involve a financial education component (i.e., sessions on personal budgeting,
how to buy a car, how to buy a house), information on how to start a business, and include
activities in which males create detailed, achievable plans to achieve their career goals.
Programs that provide discussion of and strategies on how to effectively deal with racism and
prejudice in the workforce and in other contexts are also needed given the influence of these
on conceptualizations of masculinity.
Gender role strain theories focus on the pressures males receive from various
environments regarding masculinity and sex behaviors. Research suggests that African
American adolescents are pressured by their peers, both female and male, as well as the
media to engage in sex risk behaviors (Thompson et al., 2008). There are therapeutic
techniques, based on the gender role strain theories that are currently used with African
American adolescents. These techniques could be integrated into intervention programs for
African American males. These techniques are designed to (Harris, 1995; Richmond &
Levant, 2003; Silverstein, Auerbach, & Levant, 2002):
a) help males integrate different norms of masculinity they receive from within their
culture, the Western culture, and their peer groups,
b) increase awareness of how standards of masculinity differ across settings and the
degree there is pressure felt to conform,
c) identify masculine characteristics such as restrictive emotional expression,
aggression, and aloof postures and combat them with group exercises, and
d) build features that are central to masculinity such as confidence, self-esteem, and
power.
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Sexual Risk-Taking and HIV Testing. The findings of this study indicated that
males with higher frequencies of sex were more likely to be non-freshman and to be tested
for HIV in their lifetime. Males with higher frequencies of sex and more sex partners were
more likely to be tested in the past month. Interventions should address what sexual risktaking behaviors are and discuss how these contribute to HIV/AIDS, pregnancy, and STIs
rates in the African American community. These discussions should target non-freshman
and upperclassmen male especially. The findings suggest that African American males may
view some sexual risk-taking behaviors as more risky than others or view frequency of sex as
more of a risk than number of sex partners. Programs should emphasize that all sexual risktaking behaviors should be considered valid and advocate having one sex partner at a time.
Programs should also emphasize regular testing every 3 to 6 months as recommended
by CDC if persons are sexually active. If the person is sexually active, 3 to 6 month testing
should be done regardless of the frequency of sex, number of partners, or partner risk.
Programs should also include a component that teach males skills to communicate about
high-risk sex, information on how culture influences patterns of thinking about sex, and
alternative sexual acts that do not involve the exchange of bodily fluids-Robinson et al.,
2006).
Recommendations for Future Research
More research in several areas is needed in order to replicate, and explore in further
detail the findings of this study. The study findings also suggest some additional areas for
new research.
Research on African American Male Masculinity. In order to integrate
masculinity into prevention programs for African American males, we need to know more
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about African American male masculinity and the various types of masculinity that exist
within this population. The current study focused on a type of masculinity that is common
among younger African American males and males with higher sexual risk-taking behaviors.
This is not the most prevalent type or the only type of masculinity ideology that exists among
African American males. Wade‟s reference group identity theory has been researched and a
scale has been developed based on this research (Wade, 2008; Wade, & Brittan-Powell,
2001). His theory categorizes males into three groups based on their perceptions of
attachment to other males and explains why males do or do not adhere to traditional
masculinity. The measure developed from Wade‟s theory might be useful in future research
to better understand how different masculinity ideologies affect sexual risk and HIV testing.
More research on variation in masculinity, hypermasculinity, and hypersexuality
across the age range and between developmental groups is needed. Bowman (1989)
examined African American manhood within a developmental framework. Future research
might focus on how masculinity is different in adolescence, emerging adulthood, adulthood,
and late adulthood. In summary, research on male gender ideologies and male sexual
behaviors can advance research in several ways. It can increase understanding of how
gender norms are constructed and maintained, which can guide efforts to change them if
necessary.
Development of African American Masculinity Measures. Additional quantitative
research and the development of African American masculinity measures are needed to
further our understanding of this construct and integrate the findings into HIV interventions
for African American males. Although there are measures and subscales for masculinity and
hypermasculinity there are none that have been developed specifically for African American
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males or for hypersexuality. The development and validation of masculinity,
hypermasculinity, and hypersexuality measures for African American males would allow
researchers to understand more about the nature of masculinity and sexual risk-taking.
The MMIS used in this study and other scales of traditional masculinity such as the
Male Role Norm Inventory were developed and validated primarily with college aged males,
males from higher socioeconomic levels, and White males (Levant, Smalley, Aupont, House,
Richmond, & Noronha, 2007). Considering that there are differences in adherence and
flexibility of gender roles, these scales should be validated with older samples of African
American males and African American males in the community.
Research on interpersonal relationships, gender ideology, and partner
communication. More research is needed on relationship status and how this influences
African American male's conceptualization of manhood. Current research shows that males
who have communicated with their partners about condom use and HIV testing are more
likely to get tested.

Partner communication is influenced by gender norms and ideology of

both African American males and females.
Kerrigan (et al. 2007) found that there was a similar amount of overlap in gender
ideologies between African American males and African American females. African
American female ideologies included features such as economic independence, emotional
strength, care taking, and acceptance of non-monogamy. African American females are
typically androgynous in their gender roles. Androgynous gender roles include masculine
characteristics as well as feminine characteristics. More research is needed on how the
gender ideology of African American females interacts with those of African American
males and what this means in terms of sexual risk or protective behaviors. Gender roles
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ascribed by males and females may create conflict and strain. For example, traditional
masculinity presents men as in positions of authority and providers. However, some females
may also ascribe to a gender ideology whereby females are the providers also. Further
research into how feminine and masculine ideologies complement and conflict with one
another may inform research on partner communication about sex and help to clarify why
sexual risk-taking behaviors continue to occur after partner communication.
Research with Other African American Male Populations. The current study
focused on African American heterosexual college students. In order to capture the full
spectrum of behaviors and ideologies within the African American population, other groups
of African American males must be studied. One of these groups is older adult men. Recent
statistics show increases in HIV/AIDS diagnoses in African American older women between
the ages of 40 to 60 (CDC, 2007). This warrants more investigation of the sexual behaviors
and HIV testing behavior of African American males in this age range as well.
African American Males in the South. More research is need on masculinity, sexual
risk-taking, and HIV/AIDS testing in the South. HIV/AIDS diagnoses are higher in the
South, Northeast, and most populated states (CDC, 2010). African Americans in the South
have elevated rates of HIV/AIDS as well as STIs, such as chlamydia, gonorrhea, and syphilis
(CDC, 2006). Levant, Majors, & Kelly (1998) found that geographic region moderated the
effect of race on traditional masculinity. Differences between African American and White
males on the endorsement of masculinity were more prevalent in the South, and almost nonexistent in the North.
African American MSM population. Another African-American male group that
was not included in the current study was men who have sex with men (MSM). HIV/AIDS

66

rates among gay and bisexual men have been increasing since the 1990s (CDC, 2009b).
African American men who have sex with men are the hardest-hit subpopulation (CDC
2009c). In a recent study of MSM in 5 cities, 45% of African American males were HIV
positive and 67% of those men were unaware of their infection (CDC, 2005). From 2004 to
2007, HIV/AIDS diagnoses among the MSM (men who have sex with men) population
increased 26%.
Because this population is at such a high risk for HIV infection, there is a wealth of
literature on HIV risk and testing behaviors and interventions (Millet, Peterson, Wolitski, &
Stall, 2006; Myrick, 1999; Wade & Donis, 2007; Wilson, Harper, Hidalgo, Jamil, Torres,
Fernandez et al., 2010). However, there is very little research on masculinity ideology in the
MSM population and how they might influence sexual risk-taking and HIV testing behaviors.
Limitations of the Study
There are several limitations to this study that should be taken into account during the
interpretation and application of these findings. The external validity limitations are related
to the how participants were recruited resulting in a bias in the sample. The internal validity
limitations are related to the measures used in the study.
External Validity. This sample is limited to those males who were invited by
African American females. The men who participated in this study were asked to attend a
session about HIV from African American females. These females were friends, partners,
and family. Males who are willing to come to a session about HIV/AIDS with females may
already have a willingness to learn about HIV/AIDS and discuss HIV/AIDS issues with their
partners. They may also have more knowledge about HIV/AIDS and be more open to
discussing HIV testing than other males. All of these factors have been shown in the
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literature to be promotive of HIV testing. Consequently, males in this study may not be
representative of typical college sample of African American males.
The majority of the men in this sample were college students between the ages of 18
to 21. College students are not representative of the larger population of males in this age
range or African American males overall. College students are more likely to come from
higher socioeconomic backgrounds than other males. Because males were recruited by
freshmen and sophomore females, almost half of this sample was college freshmen.
Freshmen students differ from upper classmen on a number of variables important in this
research, including masculinity, sexual risk-taking, and HIV testing. These males may be
more similar to adolescent males or seniors in high school.
All of the males included in the sample reported being heterosexual. The researchers
did not limit the recruitment to heterosexual males intentionally; rather there were too few
males who indicated that they were homosexual or bisexual to be included in the study. In
addition, the sex questions asked specifically about sex with women. Because of this, the
sexual behaviors of homosexual and bisexual African American men were not adequately
assessed.
Internal Validity. The Multicultural Masculinity Ideology Scale has several
limitations. This scale is rather new and does not yet have a large body of supporting
research. The scale was developed in 1998; since then 18 articles have been published. The
scale was not normed for African American males specifically. It was normed on a sample
with Chilean and White males in addition to African American males.
The scale was not validated on an African American male sample. The scale was
validated by using the Male Role Norms Scale (Thompson & Pleck, 1986), the Male Role
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Attitudes Scale (Pleck et al., 1993b), and the revised short form of the Marlowe-Crowne
Social Desirability Scale (Fisher & Fisk, 1993). Because these scales were developed and
validated on a White sample, the construct validity of the MMIS scale was established using
only a White sample (Doss & Hopkins, 1998).
Condom use was one of the main sexual risk-taking variables in the literature.
Because of the small sample size, I was not able to use condom ratio as a sexual risk-taking
variable in this study. Condom use was calculated using two items. A substantial amount of
missing data resulted from participants not answering the questions or either reporting no sex
behavior at all. Perhaps in future students condom use ratio should be expressed in one item,
rather than calculating it from two items.
Social desirability is generally a concern when questions are asked about sensitive
topics such as sex and HIV/AIDS and masculinity as well. Having masculine traits are
socially desirable; males may have reported being more masculine that they actually were.
In the original development of the scale, the Hypermasculinity scale was significantly related
to the Marlowe-Crowne Social Desirability Scale (Doss & Hopkins, 1998; Fisher & Fisk,
1993). Three items in the scale, which were unspecified by the author, had high rates of
social desirability.
Conclusion
African Americans account for a higher proportion of HIV at all stages of the disease
(CDC, 2010a). HIV is the 3rd leading cause of death for African American men. It is
estimated that 1 in 16 African American males will become diagnosed with HIV. The
consensus is that no one strategy can solve the problem of the lack of HIV testing or the HIV
epidemic in the African American community. Efforts must be “multi-faceted, timely, and
culturally appropriate” to be successful (Kissinger & Malebranche, 2007). In 2003, the
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Center for Disease Control (CDC) launched the Advancing HIV Prevention initiative, which
includes several strategies targeted towards HIV testing. These strategies included making
HIV testing a routine part of medical care, allowing and encouraging HIV testing to occur in
non-clinical locations (i.e., churches, health fairs, community events), retesting people with
ongoing risk behaviors, and testing people within the social networks of persons who receive
an HIV diagnoses (CDC, 2009b). Five years later, CDC doubled its investment to 70 million
dollars to increase testing among African Americans and began the Act against AIDS
campaign, a 5-year partnership with the nation‟s leading African American organizations
(CDC, 2009c). More research on how cultural and social factors such as masculinity,
influence sexual risk-taking behaviors, and HIV testing is needed to refine these strategies,
add new strategies, and inform prevention and intervention programs for the African
American community. This study provides an initial contribution to this effort by taking a
quantitative approach in investigating the relationships between masculinity, sexual risktaking behaviors, and HIV testing among African American heterosexual college males. The
findings may be useful in the development of research with other African American male
populations and to inform programs for African American males.
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Appendix 1
Items Used in the Study
Table 12.
Demographic & Sex Behavior Items Used in the Study
Variables

Items

Age

Items Used to Describe the Sample
What is your race?
How would you describe yourself? (sexual orientation)
What is the highest grade of school you completed?
What is your employment status?
What is your total monthly income?
Do you have children? If yes, how many?
Do you currently have a main partner?
Are you living with your main partner?
How long have you and your main partner been together? (years)
Are you currently married?
Items Used in Analyses
How old are you?

Year in School

What best describes your year in school?

Race
Sexual Orientation
Education
Employment
Income
Children
Partner Status
Partner Residence
Partner Length
Marital Status

In the past 3 months, how many times have you sex, where you
put your penis into a woman‟s vagina?
Number of Sex
In the past 3 months, how many women have you put your penis
Partners
into their vagina?
In the past 3 months, when you had sex putting your penis into a
Condom Use
woman‟s vagina, how many times was a condom used?
Lifetime HIV Testing In your lifetime, have you ever been tested for HIV?
Current HIV Testing
In the past month, have you been tested for HIV?
Note: These items were reprinted with the permission of the Principal Investigator of the
grant, Dr. Maya Corneille.
Frequency of Sex
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Appendix 2
Results of Factor Analysis
Table 13.
Results of Factor Analysis of Hypermasculinity Scale

Items

1

Components
2

3

31. A guy should have sexual intercourse as early as he can in
his life.

.66

.35

-.26

25. The best way a man can care for his family is to get the
highest paying job he can.

.63

-.18

.20

4. A guy should prove his masculinity by having sex with a
lot of people.

.60

.09

-.06

13. Strong anger is a natural emotion for a guy to show.

.56

-.38

-.28

20. A guy should always have a woman he is dating.

.56

30. Being athletic or good at a sport should be important for a
guy.

.53

-.49

-.29

11. In a relationship, guys should have sexual intercourse as
often as possible.

.51

.24

-.45

21. Guys should not cry even when something really bad
happens.

.48

.38

.47

3. A guy should not have male friends who are homosexual.

.46

.29

-.32

12. To be a guy, you‟ve got to be tough.

.48

-.58

.15

15. A guy should not show affection to those he loves.

.41

.51

.17

19. Even if a guy is not rich, he should try to look that way.

.35

-.15

.51

84

.39
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